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Massive Resection of the Small Intestine 
Follow-Up Study of a Case After Removal 
of Twelve Feet Six Inches of Small Intestine 


JULIEN C, Pate, M.D. 
AND 
JULIEN C. Pate, Jr., M.D. 
TAMPA 


It is naturally with some trepidation that the 
surgeon undertakes massive resection of the small 
intestine. In this emergency there is, in addition 
to the operative recovery of a critically ill patient, 
the vital consideration of maintaining thereafter 
both nutrition and reasonable bowel function. The 
lack of general agreement as to the amount of 
small intestine which may be resected with satis- 
factory recovery has doubtless prevented removal 
of many lesions involving large portions of the 
small intestine which might have been resected 
successfully. The purpose of this paper is to pre- 
sent after ten years a follow-up study of a case? 
in which 12 feet 6 inches of small intestine was 
resected. 


Length of Resected Intestine 


The removal of 7 feet or more constitutes mas- 
sive resection. Although the length of the small 
intestine has been variously estimated and un- 
doubtedly varies considerably with the individual, 
200 cm. is generally conceded to approximate one 
third of the total length. Cattell? recently con- 
cluded that removal of this amount results in little 
change of intestinal function if there is no inter- 
ference with the blood supply of the remaining 
portion of the bowel, but he added that removal 
of larger portions increases the operative risk to a 
considerable degree. He regarded the preservation 
of sufficient arterial supply to nourish the remain- 
ing portions properly as the greatest problem at 
operation, 

In the series of 257 cases collected by Hay- 
mond* in 1935, the length of resected intestine 
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varied from 200 to 299 cm. in 143 cases to 800 
cm. in 1 case. The mortality rate was comparable 
in any length from 200 to 499 cm., and in general 
the results became poorer as the amount of intes- 
tine removed became longer. Included in this col- 
lection is the unusual case reported by Sarnoff# 
in 1923 in which, after perforation of the uterus 
the 


intestine through the inch-long opening; resection 


by a curet, there followed prolapse of 
of 15 feet of small intestine with hysterectomy, 
complicated by partial obstruction and fecal fistula, 


resulted in recovery. 


Among additions to the literature since Hay- 
mond’s comprehensive survey in 1935 is the case 
reported by Cattell? representing the most exten- 
sive resection performed at the Lahey Clinic. In 
this case the patient was a 70 year old white 
woman who recovered completely following re- 
moval of all of the small intestine except the 
upper 314 feet of jejunum, the right colon and a 
third of the transverse colon. Reporting survival 
of a patient after removal of 20 feet of intestine, 
Holman® related that he “measured the small in- 
testine removed against the side of a three-foot 
sink, much as a draper measures ribbon and found 
there was 19 feet of small intestine, as well as the 
caecum, ascending colon and some of the trans- 
verse colon.” 


In the case reported by Bowen,® an estimated 
10 to 12 feet of small intestine was removed from 
a child aged 9 years. Elman and Read? reported 
a case in which but 3 feet of jejunum and half of 
the large intestine remained after several opera- 
tions. In 1 of 2 cases with recovery reported by 





Coleman and Bennett,8 the specimen removed 
measured almost 7 feet; in the other case, one of 
severe shotgun wound of the abdomen, the resected 
intestine measured 14 feet 8 inches with 22 inches 
of colon, a total of 440 cm. Prioleau® reported 2 
cases, in the first of which the specimen removed 
consisted of 260 cm. of gangrenous small intestine, 
with its mesentery, and two segments of gangre- 
nous colon, measuring 19 and 12.5 cm., respective- 
ly; in the second, 354 cm. of gangrenous small in- 
testine and 40 cm. of large intestine were removed. 


Period of Survival 


In 116 of the cases in Haymond’s series the 
period of survival was recorded. Patients living 
one year postoperatively numbered 15; two years, 
11; three years, 10; four years, 3; five years, 1; 
six years, 2; seven years, 2; eight years, 1; ten 
years, 1; eleven years, 1; fourteen years, 1; and 
18 years, 2. Cattell’s patient was well three years 
after operation. Holman’s patient, who had pre- 
viously undergone abdominal hysterectomy and 
later removal of the breast for carcinoma, not only 
made a good recovery following resection of 20 feet 
of intestine for volvulus but one year later 
“weighed a little more than before her operation” 
and “was actively engaged in parish work as a 
clergyman’s wife.” Over a period of five and a 
half years the child operated on by Bowen® had 
developed normally. 

In Prioleau’s first case the patient was in 
normal health three years following resection of 
approximately 40 per cent of the small intestine 
with a section of sigmoid colon, and two subse- 
quent major operations for re-establishing intes- 
tinal continuity. In contrast, the patient in the 
second case survived removal of approximately 53 
per cent of the small intestine and a section of 
large bowel, but pursued a generally downhill 
course, living only four months. In the case of in- 
tussusception reported by Coleman and Bennett,® 
the patient had remained well three years. In 
their case of severe shotgun wound, the patient 
two years later was in an excellent state of nutri- 
tion and was able to do the heavy work of a fish- 
erman. In our case, the patient has remained in 
good health for more than ten years, a period 
longer than reported in the literature reviewed ex- 
cept for 4 cases in Haymond’s collection. 


There follows a summary of the case! reported 
in 1942 with subsequent data added. 
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Report of Case 


W. R., a white farmer, aged 36, married, was admitted 
to the Tampa Municipal Hospital on Nov. 6, 1941, com- 
plaining of severe epigastric pain. There was a history of 
gastric disturbances for approximately fifteen years and 
an operation for perforating peptic ulcer two years prior 
to admission, with chronic dyspepsia in the interim. _ 

At 4 a.m. on the morning of admission, four hours be- 
fore hospitalization, he had been awakened by a knifelike 
pain in the upper portion of the epigastrium beneath the 
tip of the ensiform cartilage. He had fallen unconscious 
and had been found in a convulsive seizure. Upon re- 
gaining consciousness and drinking a small amount of milk, 
which had often relieved the dyspepsia in the past, he 
had experienced increasingly severe pain and had vomited 
for an hour with the pain unrelieved. 

On admission, the patient was suffering agonizing 
cramplike pain in the epigastric region, the one outstand- 
ing indication of acute illness) The temperature was 
66.8 F., the pulse rate was 54, and the respiratory rate 
was 10. The biood pressure was 126 systolic and 88 
diastolic. Peristaltic sounds could be heard. A tentative 
diagnosis of perforating peptic ulcer was made. 

Sedation in the form of 1/6 grain of morphine and 
1/150 grain of atropine was administered at 8:35 a.m., and 
upon arrival in the operating room the patient was so 
comiortable, with the abdomen flat and soft and the 
puise strong, that the operation was deferred. This state 
would indicate to the observer a gradual rather than a 
sudden vascular occlusion was taking place. Severe epi- 
gastric pain recurred at 3 p.m., eleven hours after the 
onsct. One-sixth grain of morphine was again admin- 
istered. At this time the temperature was 97.8 F., the 
pulse rate 64, and the respiratory rate 22. When aroused 
at 6:30 p.m., he was in no pain, but some tympanites be- 
low the umbilicus was now noted for the first time, and 
only an occasional tinkling was audible upon auscultation 
of the abdomen. 

Koentgen examination of the abdomen for free aid and 
fluid levels gave negative results, as did urinalysis. Ex- 
amination ot the blood at 10 a.m. showed hemoglobin 58 
per cent, erythrocytes 3,400,000, leukocytes 9,800, poly- 
morphonuclears 88 and lymphocytes 12 with the nuclear 
index 8 and the color index 0.9. At 7 p.m. the hemo- 
globin was 78 per cent, and the count was erythrocytes 
4,100,009, leukocytes 25,400, polymorphonuclears 93 and 
iymphocytes 7 with the nuclear index 5 and the color 
index 0.9. Although a necrotic process was undoubtedly 
present, there were no clinical symptoms to indicate its 
location. 

At 7 p.m. the patient suddenly began to show signs of 
shock, and when he reached the operating room at 9:30 
p.m. his condition was poor. The blood pressure was 80 
systolic and 60 diastolic, and the respiratory rate was 20. 

At operation, about 100 cc. of serosanguineous fluid 
was present in the peritoneal cavity. A large mass of 
small intestine, dark black in color, was encountered, and 
the mesentery supplying this strangulated portion of in- 
testine was likewise black and was pulseless, its appear- 
ance resembling that observed in mesenteric thrombosis. 
A large rent in the mesentery had contracted, strangulating 
12 feet 6 inches (375 cm.) of jejunum and ileum. The 
usual procedure of determining bowel viability was car- 
ried out. After the necrotic portion of the bowel was 
resected, only 12 inches of the jejunum remained. The 
patient left the operating room in fair condition. 

The pathologic report, submitted by Dr. H. R. Mills, 
follows: 

“The specimen . . . consists of about 375 cm. (12 feet 
6 inches) of small intestine which shows marked passive 
congestion with the exception of about 15 cm. of healthy 
tissue at each end of the specimen. Opinion: passive con- 
gestion and necrosis of small intestine.” 

The end to end anastomosis proved satisfactory as no 
fecal fistula developed. There was no evidence of ob- 
struction postoperatively. Wangensteen suction was con- 
tinued for five days, during which time an infusion of 
1,000 cc. of a 5 per cent solution of dextrose in normal 
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saline was given every eight hours. On the fourteenth 
postoperative day the patient was discharged from the 
hospital in good condition, his only complaint during the 
entire postoperative period having been slight weakness. 

Four weeks after discharge he reported no discomfort 
and no dyspepsia since the operation. He was having one 
bowel movement daily and had gained 11 pounds in 
weight. On April 4, 1942, five months postoperatively, 
he had gained 20 pounds, felt better than for fifteen years 
and was having normal elimination daily. His appetite 
was excellent, he stated, and he ate anything he pleased 
from cabbage and pork chops to sweet potato pie. He was 
engaged in farm work, plowing and digging fence posts 
without experiencing inconvenience. 

He has been followed now for more than ten years. 
On request, he submitted to roentgen examination on Nov. 
24, 1947. The report of the roentgenologist, Dr. A. F. 
Massaro, follows: 

“Examination of the gastrointestinal 
gestion of a barium meal: 

“The stomach is of average size and shape. 
normal tone and peristalsis. 

“Duodenum: The duodenal bulb is normal in size, 
shape and position. 

“There is an absence of some of the loops of the 
jejunum. The loops of the ileum have a normal appear- 
ance. The cecum and ascending colon have a normal ap- 
pearance. 

“Findings: There is a decrease in the loops of the 
jejunum in the left, middle and lower quadrants. The 
loops of the small intestine that are visualized have a nor- 
mal appearance. The barium goes through the small in- 
testine at about the normal rate.” 

Ten years have now elapsed since the emergency op- 
eration, and the patient has remained in excellent health 
the entire time. He has continued to engage in heavy 
farm work. 


tract after in- 


It shows 


Discussion 


The amount of small intestine removed, the 
disease condition necessitating resection and the 
general health of the patient are all factors in 
prognosis. With some apparent exceptions, the 
nutritional status is definitely affected by the rel- 
ative amount of bowel removed. From the lit- 
erature it would appear, discounting the operative 
risk and postoperative complications, that a pa- 
tient may be expected to regain a normal nutri- 
tional status following the removal of 33 per cent 
of the small intestine and that 50 per cent is the 
upper limit of safety in extensive enterectomy al- 
though with resection of even more the result in the 
exceptional case may be better than may reasonably 
be expected.*-® Accordingly, it would appear that 
in our case the outcome was particularly fortunate 
since more than half of the small intestine was 
resected. 

Loss of weight, anemia, diarrhea and at times 
edema result from inadequate compensatory 
changes. The rapid passage of intestinal contents 
may cause great change in bowel function, even 
producing serious and intractable diarrhea, which 
in turn causes excessive loss of blood electrolytes 
and interference with proper nutrition. Three to 
five watery or semiformed stools daily, which are 
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not uncommon, may usually be reduced to two or 
three a day after several months with adherence to 
proper diet.* 


Excessive loss of fat and protein in the stools 
and low blood calcium and serum proteins are 
characteristic. In their study of digestion and ab- 
sorption in a patient who retained but 3 feet of 
sma‘l intestine as a result of five resections in 
eleven years, West, Montague and Judy!® found 
assimilation of carbohydrate normal. About 25 per 
cent of the ingested protein and 45 per cent of the 
fat, representing roughly 25 per cent of the calorific 
value of the ingested food, were lost in the feces. 
The large proportion of free fatty acids in the fecal 
fat indicated fairly satisfactory digestion of fat and 
poor absorption of fatty acids. Poor calcium ab- 
sorption was probably explained by the large 
amount of fatty acids in the feces, for the daily 
ratio of fecal calcium to fecal fat was remarkably 
constant. Their recommendation of high carbo- 
hydraie, adequate protein, low fat diet with addi- 
tional calcium and vitamin D is in line with the 
observation of others. 


The normal elimination and normal nutri- 
tional status established immediately following 
operation with prompt gain in weight and the con- 
tinued absence of nutritional disturbance over a 
period of more than ten years in our case is note- 
worthy, especially so since the patient has in no 
In the case reported by 
diseased 


way restricted his diet. 
Elman and Read? in which so 
intestine had been excised in a series of operations 
that only 3 feet of jejunum and half of the large 
intestine remained, the patient gained 50 pounds 
in weight with practically no difficulty in diges- 
tive function within six months after the last op- 
eration, was enjoying an unrestricted diet and was 
having but two semisolid stools a day. They asso- 
ciated this remarkable physiologic feat with com- 
pensatory mechanisms that must have developed 
during the years in which more and more of the 
smal] intestine was removed. In the case studied 
by West, Montague and Judy,!° following sev- 
eral resections over a period of years the dilatation 
and hypertrophy of the remaining 3 feet of small 
intestine were regarded as compensatory to its 
shortness. Cattell’s elderly patient, with a like 
amount of functioning small intestine, was report- 
ed free of digestive symptoms and enjoying a nor- 
mal diet without restrictions after the last opera- 
tion although vitamin therapy was continued. 


much 
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Summary 


A case of massive resection of the small in- 
testine reported in 1942 is reviewed and additional 
data added. Despite the loss of 12 feet 6 inches of 
small bowel, the patient has remained in normal 
health on an unrestricted diet for more than ten 
years. 

The length of resected intestine, as recorded 
in the literature, the period of survival and the 
late effects of resection on the heroic scale are dis- 
cussed. 

When the surgeon at the time of laparotomy is 
confronted with the serious problem of resection 
of the small intestine, experience in this case and 
in others cited from the literature may encourage 
him to expect better results in some cases than 
may seem warranted. 
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Discussion 


Dr. Epwarp Jerks, Jacksonville: Dr. Pate’s report 
of removing successfully more than one half of the 
small intestine and his studies of the patient since the 
operation introduce the subject of small bowel function, 
especially in relation to surgical conditions. 

Soon after the brilliant work of Pasteur and master 
bacteriologists who followed him, the etiology of most dis- 
eases was thought to be the effect bacteria have upon 
tissues, either by direct attack of cells or by influence of 
cell action by toxins they produce. Some of you who were 
trained before the first World War were taught this theory 
of the cause of disease. Naturally, on such a theory there 
developed the idea of focus of infection with metastatic 
spread from the local to distant areas. 

Recently, in addition to these ideas, and in some in- 
stances substituting them, the physiologicochemical point 
of view has been stressed to explain pathologic changes in 
the body. In the removal of the major part of the ileum, 
Dr. Pate, while saving the patient’s life, has performed an 
experiment of removing a part of the body whose func- 
tion is necessary for preventing starvation. In his dis- 
cussion he stated that most patients, after loss of the 
larger part of the small intestine, do not live longer than 
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a few months or years. They starve to death. When the 
major part of the small bowel is absent after surgical 
excision, or its function is destroyed, the patient loses 
weight, his metabolism becomes lower, and in the blood 
changes occur in the content of various products which are 
the same as those present when the patient is denied food. 
In both instances, should food be eaten, there is not 
sufficient small bowel function for the digestion and ab- 
sorption necessary for nourishment of the body. 


This lack brings to mind another interesting surgical 
problem, namely, that of gastrocolic fistula following ul- 
ceration of a gastroenterostomy stoma. Here the function 
of the small bowel is thrown out of commission by regur- 
gitation of colic content through the stoma. When this 
occurs, there develops a physical and symptomatic state 
almost exactly that seen in starvation from lack of food or 
removal of the small bowel. In gastrocolic fistula the in- 
fection of the small bowel secondary to regurgitation from 
the colon is sufficient to destroy mucosal function and 
bring about the state of starvation. Sometimes almost un- 
believable relief of the patient’s symptoms and general 
condition is gained by the making of a colostomy proxi- 
mal to the fistula whereby the contents of the tract are 
prevented from entering the distal colon to infect the 
mucosa of the small bowel by regurgitation. Whatever 
jejunitis and ileitis may be present clear up immediately. 

It seems logical that starvation in a like manner plays 
a most important role in certain types of bacterial infection 
of the small bowel. Ht is life-saving, therefore, to supply 
the body parenterally with the products of digestion when 
the apparatus for producing and absorbing them is tem- 
porarily not functioning. 

After excision such as Dr. Pate reports, it is interesting 
to observe that changes in the patient’s physiologic state 
resemble closely those in which the function of the small 
bowel is diminished by mucosal changes and to find in 
both instances the many resemblances to starvation. Per- 
haps this concept of the manner in which changes in the 
small bowel cause abnormal physiologic states may provide 
a simpler understanding of some of the gastrointestinal 
diseases. 


Dr. WaLTER C. Jones, Miami: I enjoyed Dr. Pate’s 
case report and Dr. Jelks’ discussion of his case. I 
think it is interesting to have had the opportunity of 
hearing the original report and to hear it again ten years 
later. I should like to discuss the paper from a little dif- 
ferent viewpoint. I think Dr. Jelks’ discussion was most 
interesting. I should like to talk a little about the diffi- 
culties we surgeons meet when we encounter a case of this 
type. 

What is a massive resection? Dr. Pate has outlined 
it as accepted today, but I think it altogether possible 
that it depends upon whom the operation is being per- 
formed as to how massive and how dangerous it might be. 
It does not take many feet, if it is one of us, to make us 
feel that we have had a pretty massive procedure per- 
formed upon us. 

The condition of the bowel when gangrene has taken 
place is such that it is not suitable for primary anastomo- 
sis in the majority of cases. There is great edema, which in 
an anastomotic procedure does not tend toward union. In 
the majority of our cases, therefore, in which we have had 
from 2 to 4% feet to remove, we have followed the 
process of obstructive resection. The patients are nearly 
all in an extremely toxic condition, and of course that state, 
with loss of electrolytes, must be combated before any- 
thing is done. 

At the operation the least procedure that can be carried 
out in some cases is life-saving. This procedure, with which 
you are all familiar, Dr. Lahey and Dr. Cattell described 
a few years ago; they simply place clamps and bring out 
the two ends of the bowel, making the proximal end a bit 
longer than the lower one and in the proximal end plac- 
ing a catheter. This catheter will stay in place for a 
period of four to five days and as a rule will then slough 
out. At that time, provided the patient has lived, his 
condition is such that the cutting through of the spur can 
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be undertaken, and as a rule by the end of ten days the 
spur is cut through and the bowel with a firm anastomo- 
sis may be replaced in the abdominal cavity. 

There has been one sad condition in handling the 
bowel in this manner. I can recommend this if the lesion 
involves the ileum. If it involves the jejunum, I do not 
think it is a good procedure to follow. In the last year 
we have had to resect about 4% feet of bowel from a 
youngster. The child was in extremis. The condition 
was produced by intussusception of unknown cause. We 
could not find any reason for the intussusception in about 
4% feet of bowel which was gangrenous at the time we 
operated. We performed the emergency procedure, and 
that possibly is all this child would have stood anyhow. 
But the loss of electrolytes in the postoperative course and 
the difficulty of getting the bowel united again were such 
that we eventually lost the child, from malnutrition and 
electrolytic imbalance. 
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So I am convinced that this is probably a good pro- 
cedure in the lower portion of the ileum. Again, it is 
more advantageous there because there the bacterial count 
is considerably higher, and with the change in the structure 
of the bowel it possibly tends more toward a life-saving 
measure in the ileum, but in the jejunum I believe that in 
view of the problem of controlling the electrolytic im- 
balance and the difficulty of getting a union in the 
presence of the proteolytic activity which is taking place 
in that part of the bowel, it is probably not the best pro- 
cedure to follow. This subject leads on and on. I will 
not bore you further. I certainly enjoyed Dr. Pate’s 
paper and thank him for the opportunity of discussing it. 


Dr. Pate, concluding: I think the subject has been 
well covered by the two discussants. I wish to thank them 
for their time and their interest in discussing this case and 
also to thank the members for their kind indulgence. 


Perforation of Gastric and Duodenal Ulcers: 
Analysis of Sixty-Three Cases at 
Duval Medical Center 


Epwarp JeLks, M.D. 
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JACKSONVILLE 


This paper was undertaken for the purpose of 
reviewing the cases of perforation of gastric and 
duodenal ulcer recorded at the Duval Medical 
Center in Jacksonville between the years 1942 
and 1950. The series consists of 63 cases, in all 
of which the patients were operated upon 
by the visiting surgical staff and senior surgical 
house officers during this period. The patients 
were typical of those frequenting a county charity 
hospital. 


A similar paper, written by Dr. Martin Man- 
gels’ of Miami when he was resident at the Duval 
Medical Center, covers the years 1935 to 1942. 
The combined statistics from these two studies 
present a fair summary of progress in the last 
fifteen years. During the last eight years 190 
patients have been admitted with the diagnosis of 
gastric or duodenal ulcer. There were 14 cases of 
possible gastroduodenal ulcer without roentgen 
confirmation and 1 case of marginal ulcer. All 
patients were admitted on the medical service un- 
less the condition was complicated by perforation. 
On this service the usual criteria for admitting a 
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patient with ulcer are hemorrhage, intractable pain 
or lack of ability to keep one’s ulcer under control 
at home. 


On the surgical service there were 62 patients 
admitted with perforation of ulcers proved either 
by surgery or autopsy a d 6 additional ones in 
whom the ulcer was diagnosed as having perforat- 
ed on clinical findings alone and who were treated 
with Wangensteen suction by means of a Levin 
tube. Only those patients with proved perforation 
have been included in this report. In this series 63 
perforations occurred in 62 patients. One man was 
admitted twice, in 1942 and again in 1947, each 
time with an ulcer which had perforated and was 
subsequently closed at laparotomy. Also of inter- 
est was 1 patient who had had perforation of a 
peptic ulcer closed by surgery four years prior 
to his admission to this hospital with the same con- 
dition. Still another patient underwent surgery 
three times for perforation of a gastroduodenal 
ulcer elsewhere before coming to the Duval Medi- 
cal Center for elective gastric resection. 


There were 41 bleeding ulcers, 6 of which were 
treated by gastric resection. Five patients were 
admitted with symptoms of obstruction secondary 
to scarring at the site of an old duodenal ulcer. 





The patients admitted with perforation of a 
gastroduodenal ulcer from 1942 to 1950 made up 
33 per cent of the entire number of patients with 
ulcer who were hospitalized. In the seven years 
from 1935 to 1942, there were 254 patients ad- 
mitted with peptic ulcer, and in 62, or 24 per cent, 
perforation occurred. Of 444 patients with gastro- 
duodenal ulcer admitted during the fifteen year 
period extending from 1935 to 1950, there were 
125, or 28 per cent, in whom perforation had oc- 
curred at the time of admission or did so soon 
afterward. 

Diagnosis 

During the last eight years a correct diagnosis 
was made on 57 patients, with a diagnostic error 
of 8 per cent. In the seven years prior to that 
period the resident staff had also correctly diag- 
nosed the disease in 92 per cent of the patients. 

The usual diagnostic points — previous history 
of ulcer, exaggeration of symptoms followed by a 
sudden attack of sharp knifelike epigastric pain, 
nausea, then symptoms of shock — were noted in 
the majority of cases. Thirty-seven patients gave 
a history of symptoms of ulcer, while 26, slightly 
less than half, did not. An explanation for this 
lack of symptoms can be found in Crohn’s con- 
trolled experiments* in which he showed that “the 
incidence of insensibility to pain was much higher 
in patients with ulcer complications than in those 
with uncomplicated ulcer.” He further stated that 
“the uncomplicated ulcer patients as a class were 
less sensitive to pain than normal people.” 

The duration of symptoms exerts an influence 
on mortality in direct proportion to the number of 
hours elapsed between perforation and surgical 
treatment. In fact, it has often been said that the 
time of operation is of far greater importance than 
the type of operation so long as the procedure 
closes the perforation. In figure 1 the duration 
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of sympioms in hours is plotted against the mor- 
tality in per cent. As the number of hours in- 
creased the mortality slowly rose. Up to seven 
hours there were no deaths, but at the end of 
fifteen hours the mortality had risen to 19 per 
cent. If symptoms had persisted between eighteen 
and twenty-four hours, the mortality rate became 
50 per cent, and after twenty-four hours, the mor- 
tality increased to 83 per cent. 


The group was made up of 41 white patients 
and 21 Negroes. Division according to sex pre- 
sented 55 men and 7 women. This is a 11 per cent 
ratio for women which does not correspond with 
most authorities’ reports of 2 per cent and 4 per 
cent. Furthermore, the.women accounted for 20 
per cent of the mortality. 
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In figure 2 the incidence by decades is charted. 
The youngest patient was a 16 year old boy and 
the oldest a 71 year old woman. Approximately 
one fourth of the group was in the fourth decade, 
a finding which supports the statement that per- 
forating peptic ulcer appears to be a disease affect- 
ing most often the persons in the fourth decade. 
The average age of the entire group was 41 years. 
The average age of the patients with a gastric 
ulcer was 48, while the age of those who had a 
duodenal ulcer averaged 37. Although a single 
case does not prove the rule, the patient who suf- 
fered from perforation of an ulcer twice in this 


. hospital had a duodenal ulcer at his first opera- 


tion when 41. Then four and one-half years later, 
the second surgical exploration revealed a ruptured 
gastric ulcer. 


In contradiction to the textbook statement, 
vomiting was not experienced by the great major- 
ity of patients, but was reported in only 32, slight- 
ly more than half. Of the 10 patients, however, who 
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expired, all but 1 had vomited on admission and 2 
were vomiting frequently. A history of tarry or 
bloody stools was elicited from only 5 patients. 

Palpation usually revealed a boardlike abdo- 
men with muscle spasm and tenderness in the up- 
per portion. This, too, can be misleading for of 
those who died only 3 had a rigid abdomen and 2 
were written up by the examining resident as hav- 
ing a “soft abdomen.” 

Two additional aids in diagnosis are the silent 
abdomen with total absence of peristalsis and a 
diminished area of liver dulness when the right 
upper quadrant is percussed. 

In differential diagnosis, one must keep in 
mind the many disorders that simulate perforat- 
ing gastroduodenal ulcer. They include: acute 
pancreatitis, acute fulminating appendicitis with 
rupture, mesenteric thrombosis, ruptured ectopic 
pregnancy, twisted ovarian cyst, ruptured diver- 
ticulum of the sigmoid, renal or biliary colic, a 
rare ulcer of Meckel’s diverticulum, coronary 
thrombosis, arachnidism, and crises of syphilis of 
the central nervous system. One patient admitted 
with the diagnosis of perforation of an ulcer was 
found at autopsy to have multiple perforations of 
the small bowel due to many ingested fish bones. 
Another patient that caused some confusion was 
found at operation to have a perforation of a 
typhoid ulcer in the terminal ileum. 

The average temperature on admission was 
98.7 F., but this is significant only when broken 
down to individual cases. A patient who came in 
with a history of sudden severe and sharp epigas- 
tric pain less than two hours old often had a sub- 
normal temperature while the patient who waited 
until eight hours after perforation before appear- 
ing at the emergency room often presented a 
temperature of 100 F., undoubtedly the fever of 
beginning peritonitis. 

No single clinical feature can be relied upon 
for diagnosis, but roentgen evidence of pneumo- 
peritoneum is pathognomonic of a ruptured hollow 
viscus. Roentgenograms with the patient in the 
upright position were made in 46 of the 63 cases 
in the series. Positive evidence of a perforated 
viscus was present in 83 per cent of those sub- 
jected to roentgen study. Air was seen beneath 
both leaves of the diaphragm in 21 patients. 
Twelve patients had air beneath the right leaf of 
the diaphragm only and 5 patients were reported 
merely as having “air beneath the diaphragms.” 
In 8, the report was “no air seen;” however, in 3 
the roentgenogram was not taken with the patient 





in the upright position. Dr. John A. Beals ad- 
vised that the percentage of patients with roentgen 
evidence of pneumoperitoneum can be increased 
by taking the patient by the x-ray room just prior 
to surgery and getting a left lateral view of the 
abdomen. 
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Figure 3 


Time of Perforation 


In figure 3 the right hand diagram represents 
the hours of daylight, while the left represents the 
hours of night. In 37, or more than half, there 
vas history of onset of pain between the hours of 
9 a.m. and 6 p.m. Only 3 reported onset of pain 
between | a.m. and 7 a.m. In 9 patients perfora- 
tion occurred between the hours of 11 p.m. and 1 
a.m. The mistaken consensus that most ulcers 
perforate at night is undoubtedly due to the fact 
that many patients put off coming to the hospital 
until four to eight hours after the onset of pain. 
A false lull of security is often produced by mor- 


phine given at home by the visiting doctor. 


The average time elapsing between perforation 
and appearance at the emergency room was four 
hours and thirty minutes for those recovering, 
while for those who expired it was fifteen hours 
and twenty minutes. One man did not come to the 
emergency room until ten days after perforation. 
He subsequently died. 

Pain 

Also frequently considered pathognomonic is a 
history of pain in the shoulder tip. This was ob- 
tained from one fourth of the patients in this 
series. Unless the patient is quizzed specifically 
for this one symptom, he will often fail to mention 
it because of greater pain in the abdomen. Thir- 





teen patients had tenderness in the right lower 
quadrant with pain and rigidity from escape of 
gastric content down the right colic gutter. In 3 
instances in this group there was an incorrect pre- 
liminary diagnosis because onset of pain began 
in the right lower quadrant, and a right McBurney 
incision was first made. 

Laboratory examination revealed an average 
white blood cell count of 12,750, but this was 
neither diagnostic nor prognostic. 


Incorrect Preliminary Diagnosis 
An incorrect preliminary diagnosis was made 
by the house and visiting staff in 10 cases. After 
observation for several hours, however, re-evalua- 
tion led to the correct diagnosis in 4, and the ulcer 
was repaired at laparotomy. 





INCORRECT PRELIMINARY DIAGNOSES 
IN 63 CASES OF PERFORATION 1942-1950 
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Figure 4 


As shown in figure 4, in the first 5 cases, 4 of 
which terminated fatally, the disease was incor- 
rectly diagnosed as chronic cholecystitis, acute 
pancreatitis, intestinal obstruction, leaking peptic 
ulcer and carcinoma of the duodenum. The faulty 
diagnosis directly affected the mortality rate 
since the delay incident to administering the ther- 
apy indicated in these conditions placed the pa- 
tient in the time period with an 83 per cent mor- 
tality. The patient whose illness was diagnosed as 
chronic cholecystitis had a pathologic condition of 
the gallbladder as well as cholelithiasis. In each 
patient whose disease was diagnosed as acute pan- 
creatitis, leaking peptic ulcer and carcinoma of 
the duodenum there developed a mass in the right 
upper quadrant of the abdomen, at which time the 
diagnosis was changed to chronic cholecystitis. The 
patient listed as having intestinal obstruction had 
an incarcerated hernia with obstruction as well as 
perforation of a duodenal ulcer. 
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The patient whose illness was diagnosed as 
carcinoma of the duodenum was a 51 year old 
divorced white man with a history of alcoholism 
and poor diet. He had been hospitalized four 
months previously with signs and symptoms of 
perforation of a duodenal ulcer, but after treat- 
ment with suction had been discharged improved. 
Approximately five weeks prior to readmission 
there had developed dull epigastric pain, occurring 
two to three hours after meals, which radiated 
through to the back and was unrelieved by food or 
milk. The abdomen was flat with tenderness of 
considerable degree in the epigastrium. Roentgen 
examination gave no help. He began to have 
frothy foul-smelling stools. Carcinoma of the 
duodenum with chronic pancreatitis was the pre- 
operative diagnosis. At operation a posterior duo- 
denal ulcer was found perforated and plastered to 
the pancreas with an abscess. A subtotal gas- 
trectomy was performed. Three years later the 
patient died, and at autopsy the following were 
found: acute suppurative and chronic fibrosing 
pancreatitis, fatty metamorphosis of the liver, tox- 
ic myocarditis and gastrojejunostomy. 

The next patient was a 24 year old single 
Negro man who had a sudden onset at 5 p.m. of 
severe pain in the left side of the chest which shift- 
ed to the epigastrium and then radiated to the 
left shoulder. There was no history of ulcer. 
Abdominal pain was relieved by vomiting. Pain 
was increased on deep breathing. The abdomen 
was tender and spastic, with pain of maximum 
tenderness in the right lower quadrant. A tenta- 
tive diagnosis of acute pancreatitis was made. The 
patient recovered following the closure of an ulcer 
on the anterior surface of the duodenum. 

The next 3 patients, whose illness was incor- 
rectly diagnosed as acute appendicitis, did not 
affect the mortality inasmuch as the treatment for 
both conditions is immediate surgery. Only 1 of 
the 3 had a previous history of ulcer; however, 
each one had had sudden onset of severe abdomi- 
nal pain which had localized on admission to the 
right lower quadrant. In each of the 3 the point 
of maximum tenderness was also in the right lower 
quadrant, and none had roentgen evidence of air 
beneath the diaphragm. In all, the abdomen was 
first explored through a lower right McBurney 
incision which was subsequently closed; an upper 
right rectus incision was then made and the per- 
foration closed. In each of these 3 the ulcer was 
on the anterior surface of the first portion of the 
duodenum. 
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The last person whose diagnosis was confusing 
was a 32 year old white woman in prison on va- 
grancy charges. Eleven hours elapsed after sudden 
onset of pain before she was transported to the 
emergency room. She was admitted with a tender 
epigastrium and moderate rigidity. There was no 
air beneath the diaphragm. She had no history of 
ulcer. She vomited three or four times. The diag- 
nosis was penetrating ulcer. Gastric analysis prior 
to surgery revealed free hydrochloric acid as 0, 3 
and 5 per cent, and total hydrochloric acid as 7, 
15 and 5 per cent. Pain radiated to the back, but 
not to either shoulder. At operation a posterior 
duodenal ulcer which had perforated was found. 
She recovered. 


Surgery and Hospital Course 


The average time elapsing between onset of 
pain or rupture and operation in the patients who 
recovered was six hours and forty-eight minutes. 
The shortest time elapsing was two hours. The 
average time elapsing between rupture and oper- 
ation for these who expired was four days and 
eight hours. The average time required to get the 
patient from the emergency room to the operating 
room, for those who recovered, was two hours and 
eighteen minutes. The operating time varied 
from twenty-five minutes to one hour and fifty 
minutes. Sixty per cent of the patients were in 
the operating room less than fifty-five minutes. 

The majority of the ulcers were repaired with 
two rows of interrupted Lembert sutures, the first 
being chromic catgut and the second silk. Twenty- 
five were repaired with one row of sutures only. 
Twenty-one were repaired with the Graham tech- 
nic, that of tying omentum into the sutures closing 
the ulcer. In only 3 cases was there drainage, with 
no eviscerations developing. 

Any surgical procedure other than simple 
closure is doubtfully justified. Gastroenterostomy 
is indicated if obstruction is present and should be 
preceded by gastric analysis. This obviously is a 
time-wasting procedure in acute perforation. The 
operation is for the purpose of saving a life, not 
electively correcting a disease that primarily 
should be treated by the internist. It should be 
the simplest repair known to the surgeon. 

The size of the perforations ranged from 2 mm. 
to 1.5 cm. The average size was 0.5 cm. The 
size was mentioned in only 36 operative reports. 
Seventy-nine per cent were reported as anterior 
and 6 per cent as posterior. In the remainder the 
position was not mentioned. In 5 of the 10 cases 
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terminating fatally, the ulcer was reported as 
anterior, in 3 merely as “lesser curvature” and 
two “posterior.” Fifty-eight per cent of the lesions 
were reported as duodenal and 42 per cent as 
gastric. These figures are not in accord with the 
ratio of 4 duodenal to 1 gastric ulcer, as given by 
many observers. This difference is due in part to 
the human error which cannot be entirely elimi- 
nated among the various surgeons operating as 
well as to the difficulty in establishing the exact 
site of the pylorus. 
Anesthesia 

In those who recovered, more than half were 
operated upon under cyclopropane; ether was the 
agent in 15 per cent, spinal anesthesia was used in 
17 per cent, and general and spinal anesthesia 
combined was used in 10 per cent. 

Postoperative Treatment 

Thirty-one patients were treated with penicil- 
lin; 4, or 13 per cent, of these died. Penicillin 
was first used on patients in critical condition in 
1945 when the supply was available, then begun 
almost routinely in 1946 with no deaths that year. 
Streptomycin was first used in cases of perforat- 
ing peptic ulcer in 1948 and is now used rather 
routinely. In 6 out of 8 cases last year streptomy- 
cin was given. Sulfanilamide powder was sprinkled 
into the peritoneal cavity routinely until 1944, at 
which time it was only used occasionally. In 1945 
the staff reached the conclusion that it was of no 
help and discontinued putting it into the abdomen. 
Routinely a Levin tube with constant Wangen- 
steen suction was employed postoperatively. It 
was left in place until peristalsis became normal. 
Prior to discharge from the hospital each patient 
should have a gastric analysis and roentgen exami- 
nation of the gastrointestinal tract. These will 
serve as a base line for comparison with future 
studies, should the patient fall into the large group 
whose ulcer is not obliterated by simple closure. 


Mortality 

The mortality rate is affected by many fac- 
tors: time elapsing between rupture and surgery, 
age, general condition, correct diagnosis, anes- 
thesia, surgical procedure, coexisting disease, com- 
plications and use or nonuse of chemotherapy and 
antibiotics. The over-all mortality with 10 deaths 
was 16 per cent. Excluding the 4 patients not 
operated on would give an operative mortality of 
9.5 per cent. In the last four years there have 
been 37 cases of ruptured ulcer with 3 deaths, 
giving a mortality of 8 per cent, but the 3 patients 
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ANALYSES OF 63 CASES OF PERFORATION 
WITH GROSS MORTALITY OF 16% 
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who died were not operated upon, which equals an 
operative mortality of O per cent. 


Bockus* stated that by far the most important 
factor in determining the mortality following free 
perforation is the time elapsing between the occur- 
rence of catastrophe and operation. If a patient 
came to the Duval Medical Center after the ulcer 
had perforated and had reparative surgery within 
seven hours, his chances of getting well were per- 
fect (fig. 5). After eight hours, however, the odds 
were reduced, and at fifteen hours the mortality 
rate was 19 per cent. When twenty-four hours had 
elapsed his chances of getting well were only two 
out of four, and after twenty-four hours he only 
had one out of six possibilities of recovering. This 
series further proves the oft stated fact that the 
mortality rate rises steadily with the older groups 
of patients. This rise may be explained in part by 
the greater number of concurrent and complicating 
illnesses they suffer, such as cardiac and renal 
disease, diabetes and malnutrition. As shown in 
figure 6, no deaths occurred until the fourth dec- 
ade, but then the mortality, after staying on ap- 
proximately the same level, jumped suddenly in 
the seventh decade to 71 per cent. In 3 of the 5 
in the last group who expired the disease was in- 
correctly diagnosed, and only 1 of these was oper- 
ated upon. In 1 case of the series the age was not 
recorded. 


A few of the variables on the 10 patients who 
died are as follows: They ranged in age from 36 to 
71; the average was 54. The age of those whose 
disease was incorrectly diagnosed averaged 67.5 
years. Those in whom the condition was incorrect- 
ly diagnosed on admission did not come to the 
emergency room until approximately fifteen hours 
after perforation had occurred. 
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Eight of the 10 said they had experienced sud- 
den onset of pain or that they had been aroused 
from sleep by the pain. Symptoms of perforation 
had been present anywhere from eight and one- 
half hours to ten days. In the 2 patients under_ 
40 years of age perforation had occurred over 
twenty hours before they were operated upon. One 
patient, 40 years old, expired four and one-half 
months postoperatively of an abscess of the liver 
prior to the days of antibiotic therapy. The dis- 
ease in 4 patients was incorrectly diagnosed. 
Three of these were not operated upon. In 4 of 
those who died there was roentgenographic evi- 
dence of pneumoperitoneum. Peritonitis was the 
cause of death in all 10, abetted by other patho- 
logic conditions including cirrhosis and abscess of 
the liver, malnutrition, syphilis and chronic chole- 
cystitis. 















































THE RELATION OF AGE TO THE MORTALITY RATE 
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Figure 6 


Summary 

In the last eight years there have been admitted 
to the Duval Medical Center 62 patients with 63 
perforations of gastroduodenal ulcers. One patient 
was admitted for two separate perforations. In the 
seven years prior to this period 62 patients with 
the same condition were admitted, making a total 
of 125 perforations of peptic ulcers diagnosed 
and confirmed in the last fifteen years, from 1935 
to 1950. 

In 10 cases of this series covering the last 
eight years there was an incorrect preliminary 
diagnosis. On postmortem examination, in 2 of 
these patients the pathologic condition predicted 
was present as well as perforation of an ulcer. In 
4 cases, after several hours’ observation, the dis- 
ease was correctly diagnosed, and the patient was 
operated upon and recovered. Diagnosis was 92 
per cent accurate, while in the earlier period it was 
also correct in 92 per cent of the cases. Thus, the 
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fifteen year over-all diagnostic error was 8 per 
cent. 

The average time elapsing between perforation 
and arrival at the emergency room was four hours 
and thirty minutes for those who survived. The 
average time between perforation and operation 
for those who recovered was six hours and forty- 
eight minutes. Thus it required an average time 
of two hours and eighteen minutes to get the dis- 
ease diagnosed and the patient ready for surgery. 
This is an improvement over the time of three 
hours and fifteen minutes required for the same 
procedure from 1935 to 1939. 

In the earlier seven years, drainage was em- 
ployed in 9 cases; in 6 there were eviscerations, 
and in 3 the patient died. In this series there was 
drainage in only 3 cases over a period of eight 
years, with no eviscerations. Roentgen examina- 
tion of 46 patients revealed pneumoperitoneum 
in 38, or 83 per cent. In the period from 1935 to 
1942 only 31 patients were subjected to roentgen 
studies, with 64 per cent of them showing air be- 
neath the diaphragm. 

The postoperative period of hospitalization was 
decreased from twenty-eight days during the 1935 
to 1939 period to eighteen in the 1939 to 1942 
period, and between 1942 and 1950, it was re- 
duced to sixteen days. 

The mortality rate progressively decreased 
from 42 per cent in the period from January 1935 
to July 1938 to 31 per cent in the period from 
July 1938 to January 1942 (fig. 7). This change 
was thought to be due to inauguration in July 
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1938 of a residency system with surgery available 
immediately when necessary. It was further low- 
ered to 27 per cent in the four years from 1942 to 
1946. This additional reduction can be credited 
in part to the use of chemotherapy, locally and 
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parenterally, with a decrease in pulmonary com- 
plications, infection of wounds and _ peritonitis. 
During the last four years, 1946 to 1950, the mor- 
tality has been lowered to 8 per cent, an improve- 
ment which can be attributed to the routine use of 
the antiobiotics (penicillin and streptomycin) , and 
omission of intraperitoneal drains, which has prac- 
tically eliminated such complications as eviscera- 
tions, empyema, and subhepatic and subdiaphrag- 
matic abscesses. 


Conclusions 

Analysis of treatment of 125 cases of perfora- 
tion of gastroduodenal ulcers, reported on the sur- 
gical service of this hospital covering a fifteen year 
period from 1935 to 1950, leads to the following 
conclusions: 

Perforating ulcers may occur at almost any 
age. The youngest patient was 16 and the oldest 
71 in the present series covering the last eight 
years. Approximately one fourth of the patients 
were in the fourth decade. 

The age of the patient is important to prog- 
nosis, as mortality progressively rises with age. 
The earlier a diagnosis is made and surgery per- 
formed the better the prognosis. 

Signs and symptoms vary. Approximately half 
of the patients in this series had typical signs and 
symptoms of perforation of an ulcer. The other 
50 per cent had a variety of symptoms; 42 per 
cent gave no previous history of ulcer, and only 25 
per cent mentioned pain in the shoulder tip. In 
more than half of the cases perforation occurred 
between 9 a.m. and 6 p.m. In 8 per cent there were 
tarry stools. In some, the abdomen was soft. In 
some, tenderness was present in the right lower 
quadrant, in others, the right upper quadrant. 
Pneumoperitoneum served as an aid in making the 
diagnosis in more than two thirds of the cases. 

One perforation does not safeguard a patient 
from a second or even a third perforation. 

Postoperatively, chemotherapy, antibiotic drugs 
and gastric suction should be used routinely. 

Finally, repeated examinations at regular in- 
tervals should be made, exhausting all diagnostic 
aids in an attempt to determine which disease the 
patient may have, especially in cases of undiag- 
nosed conditions occurring in aged persons suf- 
fering from nausea, vomiting and abdominal pain. 
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The Insulins and Their Uses 


SIDNEY Davinson, M.D. 
LAKE WORTH 


Insulin is that hormone secreted by the pan- 
creas which enables the animal organism to utilize 
carbohydrate satisfactorily as a source of energy. 
It was first isolated and prepared by Banting and 
Best in 1922. The insulin isolated by them, and 
now called regular or unmodified insulin, is prob- 
ably the true hormone as it exists in the organ- 
ism." 

No sooner had the hormone been isolated and 
its potentialities and limitations realized than ef- 
forts were made to modify the original insulin to 
enhance the ease and effectiveness of its utiliza- 
tion. These efforts have resulted in the appear- 
ance of four types of insulin available for the 
treatment of diabetes mellitus. Each of these types 
has its own rate and duration of action and has its 
place in the therapy of the diabetic patient. These 
types are: regular or unmodified insulin; prota- 
mine zinc insulin; globin insulin with zinc; and 
mixtures or modifications of protamine zinc in- 
sulin. 

Regular (Unmodified) Insulin 

Regular (unmodified) insulin is a simple solu- 
tion of the true hormone and is usually given 
subcutaneously. Its rate of action is the most 
rapid, the most intense, and the least prolonged 
of all the insulins. On the average in the diabetic 
patient, the response to a single dose of regular 
insulin is demonstrable within an hour, reaches its 
intense peak in from three to six hours, and is 
exhausted in from eight to twelve hours after in- 
jection (table 1). 

This was the first and the only insulin avail- 
able from 1922 until 1935. The intensity and 
shortness of duration of its action made it a some- 
what unwieldy, although effective, weapon in the 
routine treatment of diabetes. Multiple injections 
were usually necessary, so that some diabetic pa- 
tients had to take as many as three doses a day, 
and a few had to take four each day. In 1935, 
however, the appearance of protamine insulin 
changed this state of affairs considerably, so that 
at the present time regular insulin alone is rarely 
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used in the routine treatment of persons with dia- 
betes. Nevertheless, it has many uses. Its prompt 
and intense action makes it the insulin of choice in 
circumstances in which quick insulin action is es- 
sential, such as in ketosis, intercurrent illness, 
surgery, or any other acute complication. 


Regular insulin under such _ circumstances 
should be used with due consideration for its time- 
action characteristics. Multiple doses must usual- 
ly be given, and there should be some overlapping 
of effect; therefore, the doses should never be 
more than six hours apart. On the other hand, 
the doses should never be less than three to four 
hours apart, in order that there may be no cumu- 
lative effect. The practice of giving regular in- 
sulin every half hour or every hour in diabetic 
ketosis may lead to cumulative effects which might 
be confusing. 


A typical example of the use of regular insulin 
is in diabetic ketosis. The routine discussed is a 
modification of the one suggested by Joslin and 
his associates.* Only the insulin dosage schedule 
is presented (table 2). It will be noticed that, 
even while the ketosis is at its worst, the insulin 
is given no more frequently than every three hours. 
This schedule allows the laboratory determina- 
tions, namely, the blood sugar, the CO. combining 
power and the urine sugar, to give a fairly good 
index of the effectiveness of the previous dose of 
insulin. From the second to the sixth hour, the 
insulin is given every four hours, and the amount 
of insulin given is governed by the amount of 
sugar in the urine; that is, the amount given in 5 
units for each plus grading of sugar in the urine 
(according to the Clinitest or Benedict’s method). 

The method of ordering insulin every four to 
six hours as so many units per plus urine sugar 
according to the Clinitest or the Benedict’s test 
may be used in other emergencies besides that of 
ketosis. It can be helpful in the treatment of the 
diabetic patient during acute febrile episodes and 
during surgical emergencies. Under these circum- 
stances, 3 or 4 units per plus urine sugar may be 
used, depending on the severity of the illness. 
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Regular insulin is also used in supplementing 
the long-acting insulins. These latter have defi- 
nite limitations in the therapy of the moderately 
severe and severe types of diabetes, and in most 
cases must be supplemented by regular insulin 
given either separately or in combination with the 
depot insulin. 


Protamine Zinc Insulin 

Protamine zinc insulin is the most popular of 
the long-acting insulins, and was first introduced 
by Hagedorn in 1936.° It is produced by combin- 
ing the acid insulin compound with a basic mono- 
protamine. This early protamine insulin complex, 
when first used, was shown to have a much more 
prolonged action than regular insulin, having a 
demonstrable effect more than twelve hours after 
injection. Soon afterward, zinc was added to the 
complex,‘ and the result was the protamine zinc 
insulin used today. 
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The time-action characteristics of protamine 
zinc insulin are as follows: Four hours after ad- 
ministration of the insulin, the effect is demon- 
strable. It reaches a prolonged peak of from 
sixteen to twenty-four hours. This peak is con- 
siderably less than that of unmodified insulin, be- 
ing only about 20 per cent of the latter, unit for 
unit. Since the effect of each dose of protamine 
zinc insulin lasts for three days, the daily admin- 
istration allows for an overlapping of effect and an 
increase in intensity of the insulin effect. This 
results in a tendency to hypoglycemia in the fast- 
ing period. 

Promatine zinc insulin is used to provide a sus- 
tained insulin effect with a single daily dose of 
insulin. It is especially effective in mild diabetes, 
in which only small doses are required. When 
larger doses of insulin are needed, however, it is 
not satisfactory when used alone. The constant 
steady sustained insulin effect cannot be modified 


Table 1.— Time-Activity of Single Large Doses of Various Types of Insulin in 
Diabetes Mellitus of Moderate Severity (Approximate) 


Duration 
of Effect 


Intensity 
at Peak 


Peak 
Action 


Action 


Type of 
Insulin Demonstrable 
3-6 hours Strong 8-12 hours 


Regular or 1 hour 


crystalline 
24 hours 
at most 


Fairly 


Globin 2 hours 8-12 hours strong 


with zinc 


2:1 mixture 4 hours 12-16 hours Moderate 1% to 2 days 


3 days 


Protamine 
or more 


zinc 4-8 hours 24-32 hours Weak 





Table 2.— Insulin Dosage Schedule in Diabetic Ketosis 


Insulin: 100 units regular immediately for adults if blood 
sugar exceeds 300 mg. per hundred cubic centimeters and if 
the blood CO, content is 9 millimols or less (20 volumes 
per cent). The dose would be less in cases of recent onset 
of diabetes or in young children. For blood sugars between 
600 and 1,000 mg. per hundred cubic centimeters, give 200 
units additional, and for blood sugars over 1,000 mg., give 
300 units additional. 


First hour 
after admission 


Repeat blood sugar and CO, determinations after three 
hours. For rising blood sugar, give 50 to 200 units of insu- 
lin, depending on the physician’s judgment. 


Second to 

sixth hour 

after admission 
Repeat blood sugar and CO, determinations, and give 50 
to 200 units of insulin if blood sugar and CO, levels have 
not improved. If the fall in blood sugar has been satisfac- 
tory, regular insulin may be given every four hours accord- 
ing to the urine test: 


Sixth to 
twenty-fourth 
after admission 


Red (4+) Orange (3+)Yellow (2+)Green (1+) Blue (neg.) 
20 units 15 units 10 units 5 units O units 
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to handle the hyperglycemia resulting from food. 
If amounts of protamine zinc insulin large enough 
to prevent hyperglycemia after meals are given, 
the hypoglycemic effect during the night may be 
great enough to result in insulin shock. This usual- 
ly occurs from about 4 a.m. to 6 a.m. 

It can be readily understood that this char- 
acteristic is extremely undesirable. The early 
morning is a bad time for an insulin reaction be- 
cause the patient is asleep. Furthermore, the 
hypoglycemia which results from protamine zinc 
insulin is gradual and slow, and may go unrecog- 
‘nized for years.” This may be complicated by the 
paradoxic glycosuria of Bowcock." In these in- 
stances, the hypoglycemia resulting from prota- 
mine zinc insulin may be slow and asymptomatic. 
The lowered blood sugar causes the release of sugar 
from the liver, usually in amounts which cannot 
be readily utilized. Glycosuria then occurs, and 
ihe patient is led to increase his insulin dosage. 

In the use of protamine zinc insulin alone, if 
more than 20 units is given and there is no glyco- 
suria throughout the day, there is probably over- 
dosage and possible early morning hypoglycemia. 


Such prolonged unrecognized hypoglycemia has 
been held by Mosenthal and others to be the cause 
of some of the degenerative lesions commonly 
ascribed to the diabetes itself. Hypoglycemia of 
this type is especially dangerous in the presence 
of disease of the coronary arteries, when such 


hypoglycemia may precipate coronary insuffi- 
ciency or myocardial infarction. For this reason, if 
more than 20 units is needed, the protamine zinc 
insulin should be complemented with regular in- 
sulin, either in combination or by separate injec- 
tion. 
Globin Insulin with Zinc 

Globin insulin with zinc was first introduced 
by Reiner, Searle and Lang.’ It was prepared in 
an effort to improve on protamine zinc insulin 
without sacrificing the advantages of its prolonged 
effect. It is prepared by the addition to insulin of 
zinc and of globin prepared from beef hemoglobin. 
As it is now prepared, it is a clear solution which 
has a type of action intermediate between that of 
protamine zinc insulin and of regular insulin. 

Although on the surface it would seem that its 
time activity, intermediate between protamine zinc 
insulin and regular insulin, would make it ideal for 
routine use, this has not proved to be true. The 
reason is that its action is not sustained enough 
to allow for the overlap so necessary in severe 
diabetes. The effect of a single dose of globin 
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insulin begins in two hours and has an intense 
peak effect in eight to twelve hours, after which 
significant waning occurs. Although the effect 
lasts for twenty-four hours, the intensity of action 
at the end of that time is insignificant. 

Globin insulin can be used to control mild 
diabetes without any difficulty. When the dia- 
betes is more severe, however, its deficiencies are 
apparent. In a single large dose, the intensity of 
action after six to eight hours causes afternoon 
insulin shock. Its lack of effect in twenty-four 
hours fails to permit the overlapping effect so 
necessary for adequate control, so that high blood 
sugars and glycosuria before breakfast are the 
rule. Therefore, while globin insulin is widely used 
in mild diabetes, it is not suitable when the dis- 
ease is severe, since it does not have the adequate 
overlap characteristics of the ideal preparation. 
The ideal preparation must act long enough to pro- 
vide some overlapping from day to day, or it will 
not provide enough insulin activity to metabolize a 
normal-sized breakfast, nor will it prevent noc- 
turnal hyperglycemia. This overlap is what Joslin 
has termed “insulin insurance from one day to the 
next.” 

In the continuing efforts to find an insulin 
which would produce good control with a single 
daily injection in severe diabetes, various mixtures 
of protamine zinc insulin and regular insulin have 
been studied since 1942. Studies made then’ 
demonstrated that when regular insulin is added 
to protamine zinc insulin, an excess of the former 
is required to modify the time-effect characteristics 
of protamine. Further studies showed that such a 
mixture of the two insulins results in new prota- 
mine zinc entities with accelerated activity.” 
These studies revealed that, of all mixtures, a 
preparation containing twice as much unmodified 
insulin as protamine zinc insulin (2 to 1 mixture) 
possesses the most desirable characteristics for a 
single dose injection each morning in severe dia- 
betes. Such a preparation does not contain either 
insulin as such. When the two insulins are mixed," 
a suspension of a new variety of protamine zinc 
insulin is formed. This compound contains one 
third as much protamine as the standard prota- 
mine zinc insulin and represents an insulin-sat- 
urated protamine zinc complex which, on injection, 
releases its insulin more rapidly during the first 
twelve hours than during the second. Its effect, 
therefore, is stronger during the first twelve hours 
than that of protamine zinc insulin and weaker 
during the second. For this reason, it is more 
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capable of controlling the postprandial glycosuria 
than protamine, and less likely to cause insulin 
shock. There is still, however, sufficient prota- 
mine effect to control the fasting level and to allow 
for adequate overlap. 

There have been many studies of the use of 
mixtures of different strength. Although the 2 to 
1 mixture is suitable in most cases, a 3 to 1 or 
even 4 to 1 mixture is suitable in an occasional 
case. Of those patients who need more than 40 
units daily for adequate control, more than 60 
per cent will need mixtures especially prepared for 
the individual patient. 

At this point, it may be of interest to outline 
a regimen by which the diabetic patient is brought 
under control and to show how the final mixture 
is obtained. I shall begin with a patient who has 
just been brought out of ketosis and is well enough 
to be placed on a diabetic diet, or a patient who 
is uncontrolled but has not been in ketosis. In 
both cases, the routine will be the same. 

The patient is placed on a diabetic diet ade- 
quate in carbohydrate and calories. He is given 
ten units of protamine zinc insulin the first morn- 
ing before breakfast. Specimens of urine are 
checked for sugar before each meal and at bed- 
time. Supplementary doses of regular insulin are 
given after each of these tests, the test being a 
guide to the amount to be given, with the formula 
of 4 units of insulin per each 1 plus urine sugar. 
The protamine dose is increased by 5 units daily 
until the fasting urine is almost sugar free. At 
this time, the amount of insulin required daily is 
computed, and the multiple injections are replaced 
by a single dose of the 2 to 1 mixture. This mix- 
ture is then varied in the following manner: 

Examination of two specimens of urine a day 
is now necessary, one before the morning meal 
and the other before the evening meal. Sugar in 
the urine before the morning meal calls for more 
protamine zinc insulin (more late action) ; where- 
as sugar in the urine before the evening meal de- 
mands more soluble insulin. When the test of the 
morning urine has been 3 or 4 plus (Clinitest or 
Benedict’s method) for three or four mornings in 
succession, the protamine zinc insulin is increased 
by 2 or 4 units. Likewise, when examination of 
the morning urine has given negative results for 
three or four days (usually not more than three), 
the protamine zinc element is reduced by 2 or 4 
units. The presence of mere traces of sugar in 
the urine in the morning does not require any 
change in the amount of protamine and prevides 


an assurance that the dose of protamine is not 
excessive. 

When the result of the urine test before the 
evening meal has been 3 or 4 plus for three or 
four days, the regular insulin component of the 
mixture is increased from 2 to 4 units. The change 
is made on the following morning. Likewise, when 
the urine test gives negative results before the 
evening meal, the regular insulin component is 
reduced by 4 units. 

When reasonable control has been achieved, it 
is not advisable to make frequent changes. Tran- 
sient glycosurias resulting from emotional dis- 
turbances or variation in food intake should not 
lead to changes in the doses of the two insulins. 
The occurrence of an insulin reaction, however, 
should call for a lowering of the next day’s insulin. 
When the reaction has developed between break- 
fast and supper, the regular insulin component 
should be decreased. If it has developed in the 
night, the protamine content should be lowered. 
The magnitude of the changes made in the insulin 
dosage depends on the size of the total daily unit- 
age of insulin. When it is more than 40 units, 
changes are desirable in steps of 4 units; when it 
is less, changes of only 2 unit variations are desir- 
able. 

In regulating a fairly severe diabetic patient, 
the situation sometimes arises in which the fast- 
ing specimens of urine and those before the eve- 
ning meal and at bedtime give a negative reac- 
tion, but there is considerable sugar in the urine 
just before the midday meal. At times, this may 
even occur when there is also a slight insulin reac- 
tion in the early afternoon. It is usually due to a 
fairly high fasting blood sugar without glycosuria, 
combined with a breakfast containing too much 
carbohydrate. Although this glycosuria occurs 
during the day, when one would expect the con- 
trol to be effected by the regular insulin compon- 
ent, it is best handled by increasing the protamine 
zinc insulin component and decreasing the carbo- 
hydrate in the morning meal. 

Prepared Mixtures 

Despite the effectiveness of insulin mixtures 
and their flexibility, they have many disadvan- 
tages. The procedure of mixing is difficult to teach 
to some patients. It is unsuitable for the ignorant 
or for those who are handicapped by poor vision. 
For these reasons, at least twenty modifications of 
protamine zinc insulin have been advocated and 
tried since 1944. In the past, none of them has 
proved quite successful, owing either to instability 
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of the mixture or to undesirable, unpredictable 
hypoglycemic effects. In at least one case, a 
mixture was prepared which was satisfactory 
clinically but which could not be produced satis- 
factorily as a commercial product. Since 1945, 
however, a modification has been used fairly suc- 
cessfully by many investigators and is now being 
produced satisfactorily as a commercial product. 
This is the preparation known as NPH 50. The N 
stands for neutral, the pH of this insulin being 7.2 
in contrast to regular insulin, which is acid with a 
pH of about 3.0. The P is for protamine; the H 
is for Hagedorn, who developed the method of pre- 
paring the crystals of this protamine zinc insulin 
as used in NPH 50. The 50 refers to the approxi- 
mate quantity (.50 mg.) of protamine contained 
in 100 units of this insulin. This protamine zinc 
insulin, as used, is a suspension of stable tetrahe- 
dial crystals.” 

Regular insulin can be added to this insulin 
without loss of its characteristic quick action. On 
the other hand, protamine zinc insulin has 1.2 mg. 
of protamine in 100 units of insulin, is a suspen- 
sion of an amorphous precipitate, and causes a loss 
of the characteristic quick action of the regular 
insulin added to it. The excess of protamine in 
the original protamine zinc insulin is necessary 
for the stabilization of the compound, and it is this 
excess which modifies the regular insulin added to 
it so that regular insulin must be added in amounts 
greater than the protamine if any of the quick 
action is to be retained. For example, when 20 
units of regular insulin is added to 10 units of 
protamine, the resulting time action is much as 
though the patient had 20 units of protamine and 
10 units of regular insulin injected separately. 

The time-action characteristics of NPH 50 are 
similar to those of the 2 to 1 mixture, but with 
slight differences. These differences are that the 
intensity of the peak in NPH 50 is somewhat less 
than in the 2 to 1 mixture, but is more sustained” 
and the overlap effect is much greater. 

NPH 50 has been extensively studied and has 
been found to be of some help in the problem of 
the severe diabetic patient, but it is definitely not 
the final answer, since it gives good control in ap- 
proximately only 40 per cent of severe diabetic 
patients. By severe diabetic patients is meant 
those needing over 40 units of insulin.” The other 
60 per cent in that category can only be controlled 
by the use of especially prepared mixtures for the 
individual patient, or by giving separate injections 
of a depot insulin and quick-acting regular insulin. 
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General Therapy 

It would be worth while at this time to add a 
few words about the therapy of diabetes in gen- 
eral. A goodly percentage of diabetic patients, 
estimated at between 40 and 50 per cent (depend- 
ing on the observer), can be satisfactorily con- 
trolled with diet alone. Of the remainder, the vast 
majority can be easily controlled with diet and 
less than 20 units of insulin a day. These patients 
can use either protamine zinc insulin or globin and 
maintain satisfactory control. Then, there is the 
group whose diabetes is fairly stable and who need 
between 20 and 40 units a day. They can usually 
be controlled with diet and either a 2 to 1 mixture 
or NPH 50. Some of these patients do fairly well 
with globin. Occasionally, in this group of those 
who need under 40 units, one finds a “brittle dia- 
betic,” but this type is usually in the group who 
need more than 40 units. 

In the group who need more than 40 units, 
approximately 40 per cent can be controlled with 
one injection a day of either 2 to 1 mixture or 
NPH 50. The other 60 per cent require in each 
case either an especially prepared mixture of pro- 
tamine zinc insulin or NPH 50, and regular insulin 
in one daily injection or separate injections of a 
depot insulin and regular insulin. 

Summary 

The various types of insulin, their time-action 
characteristics, and their uses are discussed. The 
requirements of the diabetic patient, classified 
roughly as to severity of the disease, have been 
set forth, and methods of meeting these require- 
ments with the available forms of insulin have 
been brought out. 
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The Cervical Stump—Necessary Evil? 


Joun P. Micuaets, M.D. 
ORLANDO 


The management of the retained cervical stump, 
a relatively common gynecologic problem, has 
been brought about by the frequency of hysterec- 
tomy for uterine disease. Not infrequently, pelvic 
organs are removed for the relief of pelvic pain 
and the cervix left behind when the cervix is pri- 
marily responsible for the symptoms. Suffice it to 
say that many of the patients in such cases obtain 
little or no relief. On the other hand, the patient 
may have been relieved by extirpation of pelvic 
organs producing pain only to have a pathologic 
process develop in the cervical stump, producing 
many uncomfortable symptoms. While the litera- 
ture abounds with articles dealing with carcinoma 
of the cervical stump, little has been written con- 
cerning benign lesions of the retained cervix. 


An analysis of 16 cases of diseased cervical 
stump from my private practice in the past three 
years, all of which were sufficiently symptomatic 
and diseased to warrant treatment, form the basis 
of this communication. 


Symptomatology 


Multiplicity of symptoms was the general rule, 
and the nature of these symptoms is found in 
table 1. In this series the average age was 40.8 
years, the average number of pregnancies was 4, 
and there were 4 cases in which the patient had 
never conceived. In practically all cases the pa- 
tient had had previous surgery for fibroids, with 
or without bleeding, and in a few for chronic pelvic 
inflammatory disease. Many of the patients had 
pelvic complaints that were unrelieved by the initial 
surgery, and not a few had experienced multiple 
surgical procedures. The commonest complaints 
were pelvic pain, leukorrheal and/or bloody dis- 
charge and dyspareunia. 


Pelvic pain was described usually as a chronic, 
dull ache occurring in one or both iliac fossae, 
which was often aggravated by intercourse or 
lifting heavy objects. Gynecologic texts do not 
stress the importance of pelvic pain brought about 
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by a diseased cervix. Collins and his associates" 
stressed the importance of evaluating pelvic com- 
plaints by motion of the cervix. The important 
factor is the reproduction of pain and not the pro- 
duction of pain. When fixed pelvic masses are 
present, pressure on them will generally reproduce 
some of the complaints if these masses are respon- 
sible. In the absence of such pathologic conditions 
the following clinical test described by Collins is of 
great value. The examining finger should be 
gently inserted into one lateral fornix and the cer- 
The 


resulting tension on the contralateral cardinal liga- 


vix pushed to the opposite side of the pelvis. 


ment often reproduces the patient’s complaint of 
pelvic pain. It is highly important to inquire if 
the pain is actually reproduced and not merely 
“does it hurt?” A patient with the complaint of 
low backache will often volunteer that the back- 
ache is readily simulated by pushing the cervix 
forward and putting the tender uterosacral liga- 
ments on the stretch. Frequent dysuria is often 
the end result of lymphatic extension of infection 
from the cervix to the bladder via the lymphatics 
in the pubocervical fascia. Many of these very 
patients are classed as therapeutic failures by the 
urologist. Dyspareunia is an especially common 
complaint, and unfortunately far too many phy- 
sicians completely overlook inquiring into the pa- 
tient’s sex life. The pain is most often deep-seated 
and may be described as if “something sore is be- 
ing struck.” I have repeatedly elicited this story 
from many patients, and not infrequently because 
all is not well at home is the main reason for the 
visit. This type of pain can be readily reproduced 


Table 1 


Number of 
Cases 


Symptoms 


Leukorrhea 8 
Bloody discharge 7 
Pelvic pain 11 
Dyspareunia 10 
Backache 6 
Dysuria 

Bearing down pain 
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by gently pushing against the cervix. The feeling 
of a bearing down sensation is most often due to 
poor support of the cervical stump and vaginal 
vault. One may place a tenaculum on the retained 
cervix, and slight traction will elicit this uncom- 
fortable symptom. Needless to say, no examina- 
tion of the cervix, whether the corpus is present 
or not, is complete without sounding the canal. 
This, of course, is not done when there is a pos- 
sibility of intrauterine pregnancy. 


Pathology 


The various pathologic findings in this small 


series are noted in table 2. One should not infer 


Table 2 


Pathologic Findings 


: Number of 
_ Cases 


Chronic ‘and chronic cystic cervicitis .... 16 
oe cass de ttah cgnscascecesores ease 1 
Stenosis : 
Epidermoid carcinoma “(carcinoma in situ) 

Large Mucocele 
Cervicovaginal fistula : 
Atropic vulvovaginocervicitis 


that every cervical stump examined in the office 
is diseased, for this finding does not hold true. It 
is, however, significant that in 11 of the 16 cases re- 
ported the stump was sufficiently diseased to war- 
rant its extirpation. It is obvious from the histories 
in these cases that the majority of the patients had 
diseased cervices at the time the subtotal hysterec- 
tomy was performed. It is believed that in the 1 
patient who on office biopsy had a carcinoma in 
situ, this pathologic condition was present when 
the initial hysterectomy was performed. It is im- 
portant to point out that 7 patients or almost 50 
per cent of the series had a bloody discharge. 
Davis and Cheek’* strongly recommended that any 
patient who has vaginal bleeding following supra- 
vaginal hysterectomy should have the cervical 
canal curetted and multiple biopsies taken. There 
were 2 cases of stricture of the cervical canal from 
previous muitiple cauterizations, and in 1 of these 
the stricture was associated with a large mucocele. 
In 1 case there was present a large granulating cer- 
vicovaginal fistula which was located high in the 
posterior fornix. Many of the retained cervical 
stumps presented, in addition to chronic cystic 
cervicitis, old lacerations and erosions. 


Treatment 


If routine examination reveals a healthy asymp- 
tomatic cervical stump, it is only necessary that 
the patient be told of its existence and advised to 
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have periodic examinations. A first or second de- 
gree prolapse of a healthy cervical stump requires 
only observation. If a third degree prolapse is 
present, regardless of the absence of a pathologic 
condition, the stump should be excised and the 
vaginal vault resupported. While sulfonamide 
drugs and the antibiotics are exceedingly useful in 
the management of acute cervicitis, their value in a 
chronically diseased cervix is doubtful. As in the 
case of any diseased cervix, the choice of treatment 
depends upon the type and degree of pathologic 
change present in the retained stump (table 3). 


Method of ain _ Number of 
Cases 





Vaginal removal of cervical stump ...... NOE 
Vaginal removal of cervical stump combined | 

with vaginal plastic procedures 3 
Vaginal removal of cervical stump with post- 

operative high voltage roentgen therapy . ee 
Abdominal removal of cervical stump with 

bilateral salpingo-oophorectomy and drainage 

of large benign retroperitoneal cyst ; 1 
Office cauterization and local therapy ........................ 5 





Simple erosion and superficial infection may be 
handled by actual cautery in the office. It is im- 
portant, however, that the patient return for 
soundings lest cervical stricture occur. When 
there is considerable chronic infection with para- 
metritis, cystic degeneration, severe lacerations 
and erosions or when the cervix reveals hyper- 
trophy sufficient to produce symptoms, the only 
certain method of cure is extirpation of the stump. 
It is believed that repeated cauterizations or con- 
izations in such cases are obsolete. It has already 
been noted that any patient who presents herself 
with a bloody discharge should have multiple 
biopsies of the stump prior to surgery. 


There are those who hold that the removal of 
a cervical stump is a formidable undertaking. Such 
is not the case. Te Linde’ believed that it is safer 
to remove a cervical stump from above, fearing 
danger of damage to the bladder by vaginal re- 
moval. It is my practice to remove the retained 
stump vaginally according to the technic describ- 
ed by Tyrone and Weed.’ An elliptic incision is 
made around the cervix, and the vaginal mucous 
membrane is then dissected from the cardinal liga- 
ments laterally and the uterosacral ligaments pos- 
teriorly. The bladder is carefully dissected up- 
ward, and the entire cervical stump is readily re- 
moved by dividing the cardinal and uterosacral 


ligaments. One need not enter the peritoneal 
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cavity, and the vaginal vault is readily supported 
by approximation of the uterosacral and cardinal 
ligaments. The vault is closed by deep interrupted 
sutures. If there is a symptomatic cystocele 
and/or rectocele present (as is the case in many 
patients), an anterior and posterior repair can be 
readily made at the same time. Morbidity is rare, 
and the patients are up early and usually home in 
a week. In the cases in which atrophic changes 
manifest themselves, it is important to use local 
estrogens from time to time postoperatively. 


Results 


There were no deaths nor complications in this 
series (table 4). It is believed that the vaginal 
approach entails no danger to either the bladder 
or the ureters. Ten patients had complete relief 
from their initial complaints. Partial relief was 
experienced by 2 patients; one still had pain in 
the right lower quadrant of the abdomen and the 
other had a bilateral pudendal nerve neuralgia 
which was finally relieved by several pudendal 
nerve blocks. The 1 patient who had no relief re- 
fused extirpation of the diseased cervical stump, 
and local treatment was of no value. Three cases 
are too recent to evaluate the result. Included here 
is the 1 case of carcinoma in situ. 


Discussion 


The only hysterectomy that should be per- 
formed in our day, except under extenuating cir- 
cumstances, is a total abdominal or total vaginal 
hysterectomy. Most large clinics have inclined 
toward complete hysterectomy but many general 
surgeons, the occasional surgeon and even many 
gynecologists still adhere to the principle of sub- 


total hysterectomy. In properly trained hands 
there should be no appreciable difference in opera- 
tive mortality or morbidity. Such procedures as 
subtotal hysterectomy combined with deep cau- 
terization of the cervix, “coning out” of the cervix 
and amputation of the cervix should belong to the 
past. The same lesions that are found in an intact 
uterus similarly affect the cervical stump. There 
may develop erosions, cervicitis, hypertrophy, 
cysts, cancer, strictures and fibroids, which repro- 
duce pelvic pain, leukorrhea, dyspareunia, back- 
ache, urinary discomfort and bearing down pains. 
Far too often the surgeon does not take the trouble 
adequately to examine the cervix or evaluate the 
complaints by clinical tests prior to surgery. The 
literature is replete with large series of cases of 
carcinoma of the stump in which some degree of 
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malignancy was undoubtedly present when the 
subtotal hysterectomy was performed. This over- 
sight is inexcusable. Adherents to subtotal hys- 
terectomy hold that the cervix is necessary to a 
happy sexual congress. Nothing could be more 
fallacious. The cervix is not necessary for proper 
support of the vaginal vault. If careful approxi- 


Table 4 


Results Number of 
Cases 

Mortality 

Complications 

Complete relief 

Partial relief 

No relief 

Incomplete follow-up 


mation of the supporting structures of the uterus 
(cardinal and uterosacral ligaments) is skillfully 
carried out, there will be no prolapse of the vault. 
Some maintain that total hysterectomy shortens 
the vaginal vault. If the proper technic is carried 
out, there will be no such shortening. Collins’ 
stated that members of the Section on Gynecology 
and Obstetrics at the Ochsner Clinic have per- 
formed 2,000 hysterectomies from the time of its 
establishment in January 1946 to January 1950 
with 2 deaths, a mortality of 0.1 per cent. These 
figures included 21 cases of the radical Wertheim 
operation for cervical cancer. Of this large series 
of hysterectomies, 98.6 per cent were total in type. 


Summary 


Not infrequently pelvic organs are removed 
for the relief of pelvic pain when the cervix is 
primarily responsible for the symptoms. A healthy 
cervical stump may frequently become diseased 
long after hysterectomy. 


Symptoms resulting from a diseased cervical 
stump are usually multiple and are pelvic pain, 
leukorrhea and/or bloody discharge, dyspareunia, 
backache and bearing down pain. 


In 11 of the 16 cases in this series the condition 
was sufficiently pathologic to warrant extirpation 
of the cervical stump. Any case evidencing vaginal 
bleeding warrants a thorough study to rule out 
carcinoma. 


All but one of the retained cervices necessitat- 
ing removal were extirpated vaginally, and there 
was no mortality. Thirteen patients were followed 
long enough to evaluate results. Ten had complete 
relief, 2 partial and 1 no relief. 





















































































The only hysterectomy that should be done in 
this day and age, except in extenuating circum- 
stances, is a total hysterectomy. In properly trained 
hands there should be no difference in mortality 
and morbidity between total and subtotal hys- 


terectomy. 


The general practitioner of today has fewer 
frustrations and a wider scope than did his brother 
of yesteryear. How? Well, if the calendar has not 
slowed him down, he has enjoyed and is enjoying 
better educational methods as an undergraduate, 
greater opportunities for internships, residencies, 
refresher courses, vastly improved diagnostic aids, 
less didactic and more bedside instruction, and a 
group of therapeutic agents of which his forbears 
never dreamed. These significant advances, how- 
ever, impose upon the general profession added 
responsibilities. 


In colon bacillurias of children for example, it 
is not sufficient to render the urine of a child free 
of colon bacilli; one should follow such cases to 
their logical conclusion. It has been established 
that a not inconsiderable number of these cases 
have a background of anomalies which may easily 
be disclosed by intravenous urogram following a 
scout film. This will delineate congenital defects 
as well as excessive renal mobility, especially de- 
tectable by upright position with deep inspiration, 
renal pelvic defects, rotation of kidney with angu- 
lation of the ureter, obstruction by aberrant blood 
vessels, et cetera. When anomalies are encount- 
ered, one should search for other abnormalities; 
they frequently come in pairs. Moreover, a scout 
film is one of the best indicators of intestinal 
status. Roentgenologists will doubtless confirm 
this statement. It is a well known fact that in the 
years gone by, and doubtless today, some of these 
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children infected with colon bacilli have been per- 
mitted to reach adolescence when such state of 
affairs has been disclosed, which should have been 
uncovered in early childhood. 


The pediatrician should also know and doubt- 
less does, that extrophies become promptly infect- 
ed, and if intervention is too long delayed, they 
meanwhile continue their menacing effect on the 
upper part of the urinary tract. After all, the 
bladder is the reservoir of end products, a rubber 
ball with a fixed base. In this organ nature has 
constructed the greatest of all receptacles, with a 
flexibility in expansion and notification to its host 
of when to empty itself and prepare for the next 
filling from above. In the presence of nature’s 
failure here as in extropny, operative intervention 
should be undertaken much earlier than is now 
generally the rule. 


Here again, intravenous urography is once 
more the diagnostic key. In hematurias, roentgen 
and endoscopic studies are preferably undertaken 
when there is macroscopic hematuria. Yes, even 
infants support such studies. There are suitable 
instruments available to the urologists for any 
case and any age. I present here an infant 
catheterizing endoscope No. 10 F. caliber (about 
the size of a small catheter) which gives adequate 
vision and carries a No. 3 ureteral catheter. It is 
also provided with a real catheter deflector, the 
first on any instrument of its type within my ken. 

Dr. Samuel Kramer, of my staff, has a boy 11 
vears old, in the Polyclinic Hospital at the moment 
of compilation of this paper. He was admitted 
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with acute retention from prostatic hypertrophy. 
My associate performed an endoscopic resection 
on this child. Yes, we have a resectoscope adapt- 
able for such a patient; a No. 16 F. resectoscope 
that was used is here presented. A preliminary 
external urethrotomy was necessary in this case. I 
wish to present also a No. 12 F. resectoscope 
shown for the first time. You will see, therefore, 
that any pathologic entity at any age, along the 
course of the genitourinary tract, can be clarified 
and corrected with precision by your urologic col- 
leagues. 


Maldescent of a testis is another condition fre- 
quently fumbled because of the fallacious belief 
one should wait some time. Early intervention in 
this condition is or should be a must. Why wait? 

You have already noticed my predilection for 
intravenous urography. Do not, however, miscon- 
strue my attitude on intravenous urography. I 
place it in the same category with the stethoscope 
in conditions of the chest. Generally speaking, its 
use serves as a preliminary to roentgen study; so 
too urography is a general preliminary to pyelog- 
raphy. Every physician should be equipped with 
x-ray apparatus. 


You will also note that this talk is not intended 
to be encyclopedic in character; the rationale is to 
use illustrations as they occur to me to highlight 
the general theme. While on this subject it may 
seem elementary to state that no two arms of 
patients are alike and that anesthetists and resi- 
dents, with but few exceptions, treat the arm veins 
or lack of them too casually. Without any attempt 
to fill the veins they place the arm on a rest, the 
result not infrequently being three to a half dozen 
punctures. Unless the veins are prominent and 
obviously easy to enter, the arm should be placed 
in a pendant position, and the patient instructed 
to open and close the fist while in this position. 
When the veins are thus filled, light compression 
is begun and maintained; too heavy compression 
may produce pareSis of the walls of the vein. I 
always use a hypodermic needle and interrupt the 
injection from time to time. At the moment, our 
preference is for neo-iopax 75 per cent solution, 
from which I have yet to observe even minor re- 
actions. 


A boy aged 6 came under our observation a 
good many years ago, with a congenital absence 
of one kidney; the solitary kidney was hydro- 
nephrotic and the lower end of the ureter was 


stenosed for about a third of its trajectory. How 
the boy lived his short six years perplexed all of 
us. We settled, however, for a nephrostomy. He 
lived to the age of 20, meanwhile carrying the 
nephrostomy tube, developed into a husky chap 
and played football on his high school team. After 
fourteen years he returned, obviously uremic. We 
passed a panendoscope through the renal sinus 
and found the renal pelvis lined with tenacious 
crystalline material. Blood chemistry findings 
were bad. The boy was cared for by his father, 
under instructions, and because of his obvious 
good health, we saw him at rare intervals. Had 
he been under continued observation, it might 
have been possible with biochemical examination 
of urine, or stray crystals, to regulate the hydrogen 
ion content of the renal output and by means of 
pelvic lavage through the sinus and regular endo- 
scopic inspection of the renal pelvis, to obviate 
such a termination — who knows? Was there re- 
missness on the pediatric side or was the fault that 
of the family doctor? Intravenous urography 
would have brought the child into the hospital 
years earlier. 


Enuresis 


Children and occasionally adults suffering from 
enuresis may have as background one of the many 
and varied etiologic factors: glandular dyscrasias, 
vitamin deficincies, environmental influences and 
nervous stigmas; locally, any irritative factor along 
the urinary tract trajectory, phimosis, et cetera. 
After all, it is frequently an irritative precipitancy. 
Answer — find the underlying factor, which is not 
so easy; constitutional, thyroid, tonsils, sinuses, et 
cetera. Biochemistry consists of bacteriologic 
study of the urine from a sterile catheterized speci- 
men and determination of the hydrogen ion content 
of the urine. Make this test yourself with nitrazine 
paper. Ascertain the capacity of the bladder, 
make an endoscopic inspectidén for pathologic 
change in the vesical neck, hyperplasia of the veru- 
montanum, papillitis of the same structure, and 
cystic degeneration at the vesical neck. Verumon- 
tanum therapy consists of topical application of a 
10 per cent solution of silver nitrate. Papillitis of 
the verumontanum requires electrocoagulation. 
The history is of the utmost importance. A girl 
aged 12, suffering from this condition, was ac- 
customed to spend her evenings listening to ‘“West- 
erns” on the radio until she fell asleep. Her father 
said they even made him jumpy. 
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Suggestion to Obstetricians 


It may seem trite to suggest the most complete 
inspection of the newborn infant. An illustrative 
case reveals that it is not so elementary. Phimosis 
and atresia of the meatus, both present in this in- 
fant and overlooked, occasioned the destruction of 
both kidneys. Casualness or a cursory survey may 
bring grief to the parents and confusion to the doc- 
tor. While it is not altogether too easy to 
determine urinary output in an infant, it is possible 
to estimate retention by means of palpation and 
percussion of the bladder, or transilluminations. 
This examination may indicate the advisability of 
more specific investigation. 


Urinary Disturbances in Pregnancy 


In early pregnancy the obstetrician should go 
into the prior history of his patient. When a his- 
tory of previous genitourinary disturbance is re- 
ported, he should have the condition determined 
by intravenous urography and cultural study. 
Retrograde urography here, according to Stanley 
Woodruff, is unobjectionable. When such disturb- 
ance supervenes during pregnancy, it should be 
determined and, when possible, corrected. As a 
matter of fact, this subject was first reported over 
one hundred years ago. Woodruff, in 60 unselected 
cases, found right ureteral and pelvic dilatation 
(ureterectasis or pyelectasis) in 56 of the 60 cases 
studied and nephroptosis in 25 per cent of these 
cases. 


Calculous Disease—A Personal Commentary 


While it is probably true that metabolic and 
biochemical processes play a role in the composi- 
tion of calyceal, renal pelvic or ureteral calculi, 
the basic underlying factors are obstruction, infec- 
tion and ‘surface characteristics. It is my belief 
that much academic hokum has been written 
around dietetic régulation in the prevention of 
recurrent calculi. Few patients will carry out for 
any length of time some of the rigid diet restric- 
tions outlined for them. At all events, I have yet 
to observe a case in which diet per se has by itself 
effectively prevented such recurrence. Much of 
the urinary tract is a sewage system; its chief 
function is drainage of end products. It is not 
enough, therefore, to remove a stone at operation. 
The kidney must be suspended and the observation 
made at the time of operation that it is restored 
to such a position, a pendant one, so that any 
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angulation of the renal pelvis or upper part of the 
ureter is corrected. Moreover, stricture at the 
ureteropelvic junction should be ruled out, or cor- 
rected as much as possible, at the time of opera- 
tion. Then too, any renal pelvic infection should 
be predetermined and postoperatively followed by 
ureteral dilatation and renal pelvic lavage, when 
indicated. 


Postoperative urologic checkup should be car- 
ried out at regular intervals. If residual infection 
is present, the specific bacteria are or should be 
known, and such new agents as penicillin and 
aureomycin will be most effective, not only con- 
stitutionally, but also by renal pelvic lavage. As 
hitherto carried out, the contact of these agents, 
intrarenally and pelvically, has been fleeting and 
empiric. One should first predetermine the renal 
pelvic and calyceal capacity and then introduced 
the ureteral catheter bag here presented; fill these 
cavities to such capacity and maintain contact of 
the agent with all the interstices for a given period 
of time. This then is offered as a rationalized 
modern method for the prevention of recurrence 
of renal or ureteral calculi. Finally, as this bag 
may be constructed tough enough to serve a pur- 
pose in withdrawal of moderate-sized ureteral 
stones, it has the added advantage that if it be- 
comes stuck anywhere along its trajectory, the bag 
may be deflated and withdrawn. A preliminary to 
this measure, however, is the dilatation of the 
proximal part of the ureter. 


Fulminating or Obstructive Uremias 


This report of a case will prove the duodenal 
tube one of the most valuable instruments in all 
urology. The patient entered the hospital with a 
history of renoureteral calculus. He entered the 
medical department where for some unknown rea- 
son a gastrointestinal roentgen study was made. 
Later he was referred to the urologic department, 
where a ureteropyelogram was carried out with 
negative findings. Following this step, acute sup- 
pression of urine occurred. For three days the 
output was 6 ounces, 4 ounces, and 3 drachms. The 
usual methods were exhausted without result. At 
a round table consultation, the duodenal tube was 
suggested, and on a hunch, its use was immediately 
inaugurated. First, a complete flushing was begun 
with large doses of sodium sulfate; next, grand 
intestinal lavage with tap water, after which feed- 
ing through the tube on a caloric base. This regime 
was continued for three days, and in the following 
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twenty-four hours, the patient secreted 2,100 cc. 
The tube was removed, but a day later the patient 
again had convulsions, and the tube was replaced. 
After a few days he passed an agglutinated mass 
of uratic calculi, and from this point made a com- 
plete recovery. The diagnosis was uratic calculus, 
with obstruction of one side and reflex anuria of 
the other. This experience has been repeated in a 
number of cases since that time, from other 
uremias, but none so dramatic. 


At Boca Raton last March, before the South- 
eastern Urological Association, I presented a vis- 
ualized ureteral forceps, as a matter of record. 
Some further improvements will have to be carried 
out on this instrument before we will consider it a 
fait accompli. 


Hematurias are a red light on the track. The 
general practitioner should recognize this fact. He 
should also know that most hematurias are inter- 
mittent, that he does his patient an injustice in 
assuming the patient should be kept under obser- 
vation just because the bleeding has ceased. He 
should promptly subject his patient to a complete 
urologic survey. Moreover, he may easily make a 
good snap diagnosis by noting, is the hematuria 
initial, total, or terminal; is it accompanied by 
dysuria, or is it painless? Initial hematuria may 
be urethral or prostatic; painful hematuria with 
frequency, especially nocturia, in a young male 
subject is probably tuberculous. Total, intermit- 
tent, painless hematuria generally indicates vesical 
neoplasm; if accompanied by dysuria, it is apt to 
be malignant; if affected by movement, calculous 
disease may be the factor; if accompanied by 
ureteral casts, hypernephroma. Finally, there is 
the Papanicolaou stain for centrifuged urine. All 
this should interest the practitioner. 

For tumors of the bladder we have found that 
the reflectoscopic telescope will give a comprehen- 
sive knowledge of many of these growths hitherto 
unattainable, both for visualization and therapy. 
It is a foreoblique lens system with attached mirror 
which can be elevated at will, and so enables the 
observer to see the growth from all sides. 


Concerning Operative Procedures on the Prostate 


At no time have I assumed that prostatic resec- 
tion was the panacea. I have always believed that 
cpen operation was still with us and, until the 
hormonal era has arrived, will continue to be a 
most useful operation in properly selected cases. 
In fact, there is already a renaissance of one stage 


suprapubic prostatectomy with or without com- 
plete closure of the bladder. Concerning complete 
closure of the bladder, I see no gain by such a step. 
Following open operation, every patient should be 
kept under observation jor at least two weeks, lest 
he overestimate his strength. My thought is that 
the bladder incision should be closed but before one 
does so, a counteropening is made in this organ, 
sufficient to admit snugly a 24-26 right angle 
whistle tip catheter. This may be removed after 
two or three days. A urethral catheter takes care 
of the drainage thereafter. It is assumed, of 
course, that vas ligation has been done in all such 
cases. 


An interesting observation here is that some 
years ago I reported what I considered a rational 
method of arresting the usual hemorrhage follow- 
ing removal of the prostate gland. It is transure- 
thral visual electrocoagulation of the bleeders. Be- 
cause I could not sell the idea to some of my 
associates, we did not follow through to the point 
of sufficient clinical background for confirmatory 
reporting. Now, Dr. Abraham Hyman comes 
along with a report of 30 cases done by this meth- 
od, with complete closure, with one fatality, of 
coronary origin. Complete healing in seven days 
occurred in 1 case, and the average was ten or 
eleven days. Here then, is what appears to be a 
new and more promising precision approach to 
this operation. It is my thought that something 
may be lost and little is to be gained by complete 
closure. In such cases one should comply with 
the building laws — always leave a fire exit. 


Some Thoughts on the Management of 
Bladder Tumors 


At the moment, tumors of the bladder are treat- 
ed endoscopically, by resection or cystectomy; I 
almost forgot roentgen rays and radium. Let us 
consider roentgen rays and radium, or both. Some 
time ago, I received a letter of inquiry from Pro- 
fessor Bruni of Naples, Italy, asking my opinion 
about “contact x-ray treatment of cancer of the 
bladder.”” My answer was about as follows: It is 
to be hoped that my convictions on this subject 
will not ruffle too many Italian urologic feathers 
when I say that I regard the use of either or both 
of these agents in the treatment of cancer of the 
bladder as an abomination; that we have used 
roentgen rays and radium under the guidance of 
physicists and to their complete satisfaction; that 
the results of our joint observations have been that 
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we see no occasion for commendation but much 
for condemnation; that if the occasional and high- 
ly doubtful cure is matched against the misery, the 
tortures, the early and rapid metastasis, radium 
and roentgen therapy for this condition would 
long since have been declared clinically bankrupt. 


That endoscopic methods are effective for 
benign growths in accessible locations in the blad- 
der is definitely established. When, however, 
they are situated on the superior or posterior wall 
of the bladder, open operation is better. For in- 
filtrating growths generally single, subtotal ex- 
cision is to be preferred. For papillary growths, 
malignant or benign, complete mobilization of the 
bladder is indicated when the growths are situated 
as described. When so mobilized, a laparotomy 
pad is interposed between the bladder and sub- 
jacent structures; one can then do a subtotal 
excision when feasible. When multiple, however, 
one can do a real job on such growths with elec- 
trical excision, when they are situated on the rub- 
her ball part of the bladder. If it occurs on the 
trigone, the growth can be excised down to the 
musculosa and the base electrocoagulated in a 
manner impossible with endoscopic methods. In a 
case of ours, a patient so treated two and a half 
years ago, with six discrete papillary adenocar- 
cinomas, is today cystoscopically and sympto- 
matically free of any evidence of his disease. It 
seems to me there are altogether too many uretero- 
sigmoidal anastomoses. 


Instrumental Exploration of Seminal Vesicles 


The majority of urologists brush off the subject 
of instrumental exploration of seminal vesicles 
with a shrug of the shoulders. If these gentlemen 
are content to leave this, the last urologic structure 
to emerge from the field of empiricism, in the ob- 
scurity of the “gay nineties,” they are not com- 
pletely equipped urologic technicians. Such men 
as Herbst of Chicago, who has really focused 
his attention on this subject, have done a first 
class job in this field. After all, it is a potential 
focus of infection. A few technical points may be 
of interest. If the verumontanum is edematous 
and irregular, a few topical applications of a 10 
per cent solution of silver nitrate will bring it back 
to normalcy. One then should use the smallest 
possible bougies for preliminary duct dilatation, 
first softening the end of the bougie by dipping it in 
hot water. When ducts are thus found patent, a No. 
3 or small No. 4 ejaculatory duct catheter is em- 


McCARTHY: GENERAL PRACTICE AND UROLOGY 


Votume XXXVIII 
NuMBER 1 


ployed. Then one collects a specimen for culture 
by injecting a small amount of sterile salt solution, 
which will start return flow. Herbst advocated 
caudal anesthesia as a preliminary to prevent 
spasm of Bell’s muscle. 


Finally, seminal vesiculograms are frequently 
informative. Years ago, we collected normal 
ejaculate which our biochemist, Dr. John Killian, 
placed in incubators, diluting it with buffer solu- 
tion of phosphate and glucose solution. This was 
then injected into azospermic vesicles, and after 
forty-eight hours, we withdrew normally active 
spermatozoa, but accompanied by blood and pus 
cells. It was not then possible to sterilize the mix- 
ture without damage to the sperm. Today, some 
of the newer antibiotics may be capable of solving 
this vital question. 


I could not come to the Southland without a 
comment on perineal prostatectomy. One thing 
is certain, that the perineal method is the one 
approach to the calculous prostate. It is superior 
to resection and in my opinion, the subtotal re- 
moval is not as a rule necessary. Aside from this 
I prefer the suprapubic approach. The methods 
generally recommended for perineal prostatectomy 
are not based on sound anatomic principles. My 
own suggestion is first to pass per urethra a Foley 
catheter which is provided with a small flexible 
bougie; one can thus by palpation easily trace the 
urethra. Once beyond the bifurcation of the leva- 
tor muscles, one arrives by blunt dissection at the 
prostatic urethra. This is facilitated by traction 
on the Foley bag. The prostatic urethra is now 
opened transversely posterior to the verumon- 
tanum. The Foley bag is now deflated and with- 
drawn, and a traction bag, such as was used by 
Parker Syms years ago, is introduced through the 
perineal incision on a strong stylet, and inflated. 
With this bag one then exerts traction which brings 
the prostate well into the field in a symmetric man- 
ner, and because it is flexible, the finger may be 
forced into the prostatic urethra and the enuclea- 
tion of the prostate carried out in a manner identi- 
cal with that of suprapubic enucleation (intraure- 
thrally). This bag is superior to the metal retrac- 
tors in general use. By this procedure both sphinc- 
ters remain continent as can be proved by urethro- 
cystogram. 


Finally, I wish to present a definite advance on 
the popular panendoscope. It is a simple and long- 
needed deflector regulated from without. This 
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instrument, presented for the first time, will in my 
opinion replace all other cystoscopes; at least, it 
has met with the unanimous approval of my tough 
departmental associates. Once a development ob- 
tains such acceptance, I can face the outside 
urologic world with equanimity. 

My congratulations to Dr. Charles Lippow and 
to your officials for so discriminatingly honoring 
him. Dr. Lippow has been a valued member of 
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my department at the New York Post-Graduate 
and New York Polyclinic hospitals for many years. 
It has, therefore, been a pleasure to interrupt my 
vacation for him, and my privilege to have the 
opportunity of addressing you. In conclusion, my 


best wishes go out to you for great public service. 


2 East Fifty-Fourth Street. 
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CYSTIC HEMANGIOBLASTOMAS OF THE CEREBEL- 
LUM, END RESULTS IN 25 VERIFIED CASES. By Irwin 
Perlmutter, M.D., Gilbert Horrax, M.D., F.A.CS., 
and James L. Poppen, M.D., F.A.C.S. Surg., 
Gynec. & Obst. 91:89-99 (July) 1950. 


The authors present a series of 25 cases of 
cystic hemangioblastoma of the cerebellum treated 
surgically in which 17 patients are entirely well 
and 5 others improved from one to fifteen years 
following operation. There were 2 operative 
deaths, and 1 patient died subsequently. Among 
the last 19 patients operated on since 1937, how- 


ever, there were no operative deaths. The series 


represents practically 2 per cent of a total of some 
1,300 brain tumors verified at the Lahey Clinic 
over a fifteen year period. 


Historical notes, familial incidence, pathologic 
features and surgical treatment are discussed, and 
the series is analyzed with discussion of the gross 
pathologic features and microscopic appearance 
of the tumors. The average age at onset of symp- 
toms was 34. A familial relationship was demon- 
strated in 16 per cent of the cases, and the same 
figures obtained for- the incidence of von Hippel- 
Lindau disease. In 20 per cent, a relationship of 
trauma to onset of symptoms was determined. 


In view of the familial character of cerebellar 
hemangiomatous cysts and their frequent associa- 
tion with angiomas of the retina, the authors stress 
the necessity of a careful history on this score as 
well as an ophthalmoscopic examination with the 
pupils dilated in all cases of suspected cerebellar 
tumor. They observe that the hemangiomatous 


cysts as well as the astrocytomatous cysts of the 
cerebellum are the most favorable of all intra- 
cranial tumors because after evacuation of the 
cyst and complete extirpation of the solid tumor 
or mural nodule the patients are almost invariably 
completely free of residual symptoms or trouble- 
some sequelae. 
4 
TRACER STUDIES OF THE URINARY EXCRETION 
OF RADIOACTIVE MERCURY FOLLOWING ORAL AD- 
MINISTRATION OF A MERCURIAL DIURETIC. By Wil- 
liam J. Overman, M.D., William H. Gordon, Jr., 
M.D., and G. E. Burch, M.D. Circulation 1:496- 
501 (April) 1950. 


This report presents experimental evidence of 
the inefficient intestinal absorption of mercury 
following the oral administration of standardized 
single doses of plain and enteric-coated capsules of 
a mercurial diuretic. Radiotracer technic was 
employed using a diuretic prepared with radio- 
active mercury. Both the 22 control subjects and 
the 5 subjects with chronic congestive heart fail- 
ure were shown to absorb only a small percentage 


of the mercury administered by the oral route. 


The authors concluded that the observations 
of poor absorption, low blood concentration, and 
low urinary excretion of mercury following oral 
administration of this mercurial diuretic preclude 
its general use in the treatment of chronic conges- 
tive heart failure. 
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INVESTIGATION OF OCCUPATIONAL DERMATOSES 
IN THE CITRUS FRUIT CANNING INDUSTRY. By 
Donald J. Birmingham, M.D., Paul C. Campbell, 
Jr., M.D., Henry N. Doyle, B.S., and J. M. 
McDonald, M.D. A. M. A. Archives of Industrial 
Hygiene and Occupational Medicine 3:57-63 
(Jan.) 1951. 


During January 1947 the Division of Indus- 
trial Hygiene, United States Public Health Service, 
in cooperation with the Division of Industrial 
Hygiene of the Florida State Board of Health, 
conducted a survey of the Florida citrus fruit- 
canning industry to determine the incidence, the 
causes and the means of preventing occupational 
skin diseases among the workers in that industry. 
The study was conducted in 11 typical plants, and 
about 1,200 employees were examined. 

Various forms of occupational skin disorders 
were observed in workers in every plant visited. 
They consisted mainly of contact dermatitis, ony- 
chia, paronychia, burns and callosities of the 
palms, erosio interdigitalis blastomycetica and 
knife blade lacerations. 

Patch tests made with grapefruit and orange 


pulp and juice gave results which coincided with 
those of previous studies, namely, that in the ma- 
jority of cases “citrus dermatitis” does not occur 
on the basis of specific sensitization. 
Recommendations for preventing occupational 
dermatitis among cannery workers are listed. 


Pa 


HUMIDITY, ITS RELATION TO PROBLEMS OF DER- 
MATOLOGY. By Wiley M. Sams, M.D. South. M. 
J. 44:140-148 (Feb.) 1951. 


Dr. Sams offers an interesting study of phy- 
sical factors in relation to disorders of the skin. 
He presents clinical data concerning the associa- 
tion of miliaria rubra and certain infections of the 
skin, notably, impetigo and ecthyma, furunculosis 
and carbuncle, and moniliasis and tinea versicolor. 
He concludes that a mean monthly temperature of 
80 F. and a mean monthly dew point temperature 
of 70 F., combined with a relatively low wind 
speed (9 miles per hour) are conducive to the de- 
velopment of these common skin disorders when 
such conditions exist for a period of two weeks or 
longer. The effects of such climatic conditions are 
cumulative in his opinion, and they present special 
problems in the diagnosis and treatment of a num- 
ber of skin diseases. 
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DIAGNOSTIC ASPECTS IN 300 KNEE INJURY 
cAsEs. By Herbert W. Virgin, Jr., M.D., F.A.C.S. 
South. M. J. 43:1017-1023 (Dec.) 1950. 


In reviewing this series of cases from his 
private practice, Dr. Virgin considers the fact that 
there are more diagnostic entities involved in cases 
of knee injury in private practice than one would 
ordinarily expect. His tabulation shows 46 such 
entities. He concludes that one should not diag- 
nose everything as cartilage damage, for one may 
encounter many rare diagnoses, and also that a 
diagnosis must not stop on the examining table but 
be continued upon the surgical table. He describes 
the manner in which he has modified and enlarged 
the McMurray test so that it has become about 
90 per cent effective in diagnosing semilunar car- 
tilage injuries of the knee joint. 
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PLACENTA ACCRETA WITH VELAMENTOUS IN- 
SERTION OF THE CORD, REPORT OF A CASE TREATED 
BY HYSTERECTOMY FOLLOWING NORMAL DELIVERY. 
By Robert E. Blount, M.D., and L. U. Lumpkin, 
M.D., F.A.C.S. South. Surgeon 15:411-416 (June) 
1949, 


These authors report a case of placenta accreta 
with concomitant velamentous cord insertion which 
demonstrates the accepted method of dealing with 
this rare and extremely dangerous complication of 
pregnancy. They recognized the condition at once 
and resorted to immediate abdominal hysterec- 
tomy, the treatment of choice in all such cases. 


In this case already complicated by placenta 
accreta, by which is meant abnormal adherence of 
the entire placenta or part of it to the uterus wall 
with partial or complete absence of the decidua 
basalis, the velamentous cord insertion represents 
a second complication. The authors found no 
other such double abnormality reported in the 
literature. 

They reached the following conclusions: (1) 
Placenta accreta occurs in multiparae in the sec- 
ond and third decades of life. (2) The predis- 
posing factors are previous manual removal of 
placentae, or other traumata to the endometrium. 
(3) Early recognition of the existence of the con- 
dition is of primary importance. (4) Once the 
diagnosis is established, immediate replacement of 
blood loss by transfusion followed by supravaginal 
hysterectomy is the recognized treatment in pla- 
centa accreta. 





J. Frortpa M. A. 
Jury, 1951 

WILMS TUMOR, AN ANALYSIS OF 39 CASES SEEN 
AT DUKE HOSPITAL IN THE PAST 18 YEARS. By 
David W. Goddard, M.D. South. M. J. 43:906- 
909 (Oct.) 1950. 


The series of 39 cases of Wilms tumor reported 
by this author, 37 of which were followed, includes 
all of the cases of this dread disease observed at 
Duke Hospital over a period of eighteen years. 
In nearly 90 per cent of these cases the disease oc- 
curred in children whose ages ranged from 1 
through 7 years, and white children outnumbered 
Negro children 2 to 1. The over-all mortality was 
78.4 per cent. As a result of this experience and 
the published experience of others, these principles 
of treatment now are followed: all patients oper- 
ated upon are given postoperative roentgen 
therapy; in most inoperable cases the patients are 
given palliative roentgen therapy; only those 
candidates for operation whose tumors are too 
large to remove without definitely increasing the 
operative risk are given preoperative roentgen 
therapy. The high casualty rate clearly indicates 
the need for early diagnosis and definitive ireat- 
ment, Dr. Goddard concluded, with, perhaps, closer 
and more thorough cooperation between the x-ray 
therapist and the urologist in the clinical manage- 
ment of these problems. 


sw 


THE INCIDENCE OF RHEUMATIC HEART DISEASE 
IN NATIVE SCHOOL CHILDREN OF DADE COUNTY, 
FLORIDA. By Milton S. Saslaw, M.D., Bernard D. 
Ross, M.D., Ph.D., and Max Dobrin, M.D. Am. 
Heart J. 40:760-765 (Nov.) 1950. 


The survey presented in this article represents 
a systematic investigation performed to determine 
the incidence of rheumatic heart disease among 
1,001 school children from 10 through 16 years of 
age, born and reared in Dade County. These 
children were selected at random and included 348 
white boys, 231i white girls, 198 Negro boys, and 
224 Negro girls. The incidence of 5.0 children 
with rheumatic heart disease in this series is simi- 
lar to that found in other surveys performed by the 
same method in areas having a mild subtropical 
climate, notably Southern Arizona (5.0 per 1,000) 
and Redlands, Calif. (3.8 per 1,000), and is of a 
smaller magnitude than that found in more north- 
ern localities. 
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USE OF HYALURONIDASE WITH LOCAL ANES- 
THETIC IN TONSILLECTOMY. By C. J. Heinberg, 
M.D., F.A.C.S. Eye, Ear, Nose & Throat Month- 
ly 30:31-32 (Jan.) 1951. 


The use of Hyaluronidase in many surgical pro- 
cedures led Dr. Heinberg to investigate and eval- 
uate its use in otolaryngology. He concluded that 
it is a safe adjunct to solutions used for local 
anesthesia in tonsillectomy and in other surgical 
procedures. Rapid diffusion enables the surgeon 
to begin the operation immediately after injection, 
he observed, and to use less volume; healing is not 
retarded, and there are no untoward reactions 
either local or general. 


ya 


A SIMPLE ROTATABLE ELECTROTOME. 
J. Nugent, M.D. J. Urol. 
1950. 


By James 
64:534-536 (Sept.) 


A model is presented of an electrotome which 
is rotatable and provides direct tactile control of 
It is streamlined, highly in- 
sulated, and simple in construction, utilizing many 


the cutting loop. 
existing parts. 
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DACRYOCYSTORHINOSTOMY: 
PROACH. By Marion W. Hester, M.D. 
M. J. 43:766-769 (Sept.) 1950. 


THE EXTERNAL AP- 
South. 


Dacryocystorhinostomy, long regarded as a 
difficult and lengthy operation, especially by 
ophthalmologists, need be neither difficult nor 
lengthy, according to Dr. Hester. He presents the 
history of the development of this operation and 
describes the indications and counterindications. 
After reviewing the most commonly used methods, 
he describes the Dupuy-Dutemps procedure, prob- 
ably the most widely used of all tear sac opera- 
tions. He also summarizes the results in several 
series and discusses the causes of failure. 


His conclusions are: (1) Dacryocystorhinos- 
tomy is preferable to dacryocystectomy except in 
rare instances. (2) The operation is successful in 
a high percentage of cases when properly done by 
any one of several methods. (3) Consistently more 
successes are reported when sutured mucosal flaps 
are used. (4) The operation can be performed by 
any capable eye or ear, nose and throat surgeon. 
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July Anniversaries 


Jury 1. The Royal College of Surgeons of 
Edinburgh, chartered on July 1, 1505, actually was 
a union of barbers and surgeons. The charter re- 
quired that the licentiates be freemen of Edin- 
burgh, that they be examined by the officers of the 
college as to their knowledge of anatomy, par- 
ticularly in regard to veins and phlebotomy, and 
that they be able to read and write. A criminal’s 
cadaver was granted them each year for dissection. 

In England, the corporation of surgeons was 
not separated from the barbers until 1745. The 
barbers’ guild, however, continued to flourish, and 
it was not until 1800 that the Royal College of 
Surgeons received its charter. 

Jury 4. William Crawford Gorgas of Mobile, 
Ala., was born on Oct. 3, 1854 and died on July 
4, 1920. Soon after Walter Reed and his asso- 
ciates in 1900 had established the mosquito as the 
vector of yellow fever, Gorgas, a member of the 
Medical Corps of the United States Army and san- 
itary officer of Havana, rendered that city yellow 
fever-free for the first time in a century and a half. 
Even more far reaching and just as spectacular 
was Gorgas’ work in the Canal Zone. In a rela- 
tively short time, despite obstructions by his mili- 
tary associates, Gorgas changed what was known 
as the “White Man’s Grave” into a healthful re- 
gion. Later he served as surgeon general. Before 
he died, he was recognized as the world’s foremost 
authority on sanitation. In 1951, he was elected 
to the New York Hall of Fame. 


Jury 7. On July 7, 1348, more than 600 
years ago, the most terrible of all epidemics is 
supposed to have reached England at Weymouth, 
then called Melcombe Regis. Having crossed the 
Crimea and the Black Sea to Constantinople, hav- 
ing entered Egypt via Mesopotamia and Arabia, 
having invaded almost all of Southern Europe by 
1347 where it fell with frightful violence on Sicily, 
Italy and Southern France, it spread through Hol- 
land to England on the one hand and to Germany, 
Poland and Russia on the other. Known as the 
Black Death, the bubonic plague ‘came more near- 
ly to extirpating mankind than any other evil.” 
More than half the priests of Yorkshire, two thirds 
of the students at Oxford and between a quarter 
and a half of the people of all England are said to 
have perished. Boccaccio’s ‘‘Decameron”’ remains a 
classic today not only because it presents an elo- 
quent picture of the devastated cities of Italy, but 
also because of the accurate account of sanitary 
measures which were established at that time. 

Jury 8. Benjamin Waterhouse of Boston prob- 
ably was the first to practice smallpox vaccina- 
tion in the United States. He vaccinated four of 
his children on July 8, 1800, and later exposed 
them to the disease. They remained well. 

Jury 12. The New York Hospital, now com- 
bined with the Cornell Medical School as one of 
the truly outstanding medical centers of the world, 
was chartered on July 12, 1771. Before the orig- 
inal building was completed, it was destroyed by 
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fire; during the Revolutionary War the British 
used the hospital building as barracks for the Hes- 
sian troops; later the building was used as the 
meeting place for the New York state legislature 
and for instruction of Columbia College medical 
students. Since 1791, the hospital has been used 
almost exclusively for its original purpose. The 
New York Hospital, the Philadelphia General 
Hospital starting as the Infirmary of the Alms- 


house in 1731, the Bellevue Hospital of New York 
starting in 1735, and a combined Hospital and 
Almshouse in New Orleans opening in 1737, of- 
fered opportunities for clinical instruction in medi- 
cine which prior to that time had to be obtained 
Thus the groundwork was laid for the es- 
of medical schools in the United 


abroad. 
tablishment 
States. 


Jury 15. On July 15, 1662, the Royal So- 
ciety of London was chartered, the beginnings of 
which date back to 1645. Minutes recorded in 
1660 state that the reason for founding the college 
was to promote ‘“physicomathematical exypjeri- 
mental learning,” and the whole emphasis was on 
experiment. Correspondence with “philosophers” 
on the continent of Europe included reports from 


Theobald Smith 
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such men as Leeuwenhoek and Malpighi published 
as early as 1664. In 1686, when Samuel Pepys 
was secretary, the society sponsored publication of 
Sir Isaac Newton’s “Principia.” 

Juty 31. Theobald Smith was born in 
Albany, N. Y., on July 31, 1859. A real pioneer, 
Dr. Smith was the first to show that filtrates of the 
bacillus of hog cholera conferred immunity on in- 
jected animals. His demonstration in 1899, that 
the cattle tick was the cause of Texas cattle fever, 
was an important early step in the recognition 
of insect vectors in disease. In 1903, he called at- 
tention to anaphylactic shock in experimental ani- 
mals, which later Ehrlich named “the Theobald 
Smith phenomenon.” This actually led to the 
subspecialty “allergy.”” Dr. Smith also was the 
first to differentiate between the human and bo- 
vine types of tubercle bacilli. Long in the service 
of the federal bureau of animal industry, later 
professor of comparative pathology at Harvard, 
and still later director of the department of animal 
pathology at the Rockefeller Institute for Medical 
Research, Theobald Smith was unpretentiously de- 
voted to truth. Said he: “Discovery should come 
as an adventure rather than as the result of a 
logical process of thought. A fact is worth more 
than theories . . . the theory stimulates but the 
fact builds.” 


“A Minting of Clearcut Wisdom” 


Dr. D. J. McCarthy of Philadelphia and West 
Palm Beach is this year serving as Honorary 
Chancellor of Florida Southern College at Lake- 
land. A long time member of the faculty of the 
University of Pennsylvania School of Medicine, 
this distinguished physician, educator and art 
collector comes to this position at a time when im- 
portant educational history is in the making there. 
Appreciating the pioneering spirit at work in this 
college, as evidenced on its campus by the unique 
architecture of Frank Lloyd Wright design, Dr. 
McCarthy is lending his influence and support to 
a new and timely architectural project of the mind 
and of the spirit. 


Physicians of Florida and of the nation, who 
are already having their baptism of fire in the 
front line trenches of the fight for freedom, will 
learn with interest of a long range constructive 
step, the first of its kind, now becoming a reality 
at Florida Southern in the form of a Chair of 


American Culture. This new department will be 
devoted to the fullest possible appreciation of what 
we have come to call the American way. 
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As an Independence Day reflection, we may 
well ponder and deplore the tendency of the 
American people to discount their own culture. 
Although surrounded by this rich and hard won 
culture, most of us neither recognize nor appreci- 
ate it adequately. If we did, we would keep it 
inviolate, invincible, wholly impervious to the in- 
roads of alien doctrine and propagandistic persua- 
sion. And in today’s world, we need as never before 
to understand and enhance our American culture. 
But to understand it, we must define it. 


So reasons Florida Southern’s President Ludd 
M. Spivey, who aptly defines this culture in these 
words: “Our culture then Lecomes our attainments 
and aspirations motivated by our moral insistence 
upon the freedom of the individual, worth of the 
individual and respect for the individual.” 


It is the nation’s youth who must be the guar- 
dians of our freedom. What worthier objective 
could education have than to provide them with 
the ways and means whereby they can absorb and 
subsequently disseminate the culture of their land? 

In the words of the eminent journalist, Charles 
Francis Coe, commenting editorially in the Palm 
Beach Times, here “is a minting of clearcut 
wisdom. A program responsive to the greatest 
need of our time... . 

“Included in that word culture, we assume, is 
the American Philosophy of Government address- 
ing itself to Human Freedom, Human Dignity, the 
right to Individual Liberty, the Supremacy of the 
Human Soul over governmental institutions of its 
own creation. 

“Many call it The American Way. Not alone 
would the college teach that culture, it would im- 
plement that teaching by the why and the where- 
ae 

‘“‘We speak solely as a devoted American. We 
speak as a citizen finding at woefully retarded 
date, a practical plan which hits the target dead 
center. ... 

“Tt would be particularly fitting that a college 
in the Deep South should bring forth the pattern 
so sorely needed for our students. From the 
depths of a fine tradition, thus would recrudesce 
a purpose glorified. .. . 

“At long last, an American college has set out 
to rediscover America and spread its imperishable 
institutions before the eager minds of American 
Youth. 

“God bless that purpose. 
men pursuing that purpose.” 


God prosper the 
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Pamphlet Disseminating Un-American 
Philosophy Withdrawn 

“Social security and public assistance programs 
are a basic essential for attainment of the socialized 
state envisaged in democratic ideology, a way of 
life which so far has been realized only in slight 
measure.” At this crucial time when the subject 
of socialization is much in the public mind, this 
extraordinarily frank disclosure of aims and as- 
tounding objective of democratic ideology is truly 
noteworthy. It seems hardly necessary to state 
that it emanates from Oscar Ewing’s Federal Secu- 
rity Agency. It is found, to be exact, on page 7, 
chapter 4, of a pamphlet entitled “Common Hu- 
man Needs,” issued by Mr. Ewing’s “Bureau of 
Public Assistance.” 

President Elmer L. Henderson of the American 
Medical Association in his monthly message on 
The President’s Page of the Journal of the Ameri- 
can Medical Association of March 31, 1951, di- 
1ected attention to this directive, currently being 
distributed at that time. The Federal Security 
Administrator promptly denied responsibility on 
the ground that the pamphlet was written and 
issued in 1945, some two years before he acceded 
to his present post, and declared it was not a 
directive, nor was it being distributed currently. 
He acidly demanded retraction. 

It so happened, however, that Dr. Henderson 
was able to enlighten him regarding the workings 
of his own agency. The pamphlet in question, 
five copies of which were received by mail at the 
A. M. A. headquarters that particular week, bore 
the imprint, “Government Printing Office, 1949,” 
indicating that Mr. Ewing thought well enough of 
it to have it reprinted in 1949. Replying further 
to Ewing’s telegram of protest, Dr. Henderson re- 
minded the Administrator that, in case he wished 
to do so, he might well disavow the principles ex- 
pressed in the pamphlet in a formal statement to 
Congress, since “as recently as February 26 of this 
year, it was protested on the floor of Congress as 
a grave misuse of taxpayers’ money to disseminate 
wholly un-American philosophies.” 

It seems Dr. Henderson’s telegram of April 11, 
replying to the Ewing protest, was not long in pro- 
ducing results. On April 14, the Federal Security 
Administrator took it upon himself to announce to 
press association representatives that publication 
had been stopped and existing stocks destroyed 
of a Federal Security Administration publication. 
“Common Human Needs,” containing language 
to which the American Medical Association ob- 
jected. 
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Would that Mr. Ewing and his agency could 
clarify their concept of democratic ideology and 
foreign ideology all along down the line and keep 
each in its proper category. Medicine’s crusade 
against socialization is by no means over, as this 
single instance of alertness and aggressive action 
cn the part of medical leadership illustrates. So 
long as socialism continues to remain a_ basic 
tenet of the Administration program, there is 
urgent need to provide Congress with unequivocal 
evidence from the grass roots level that the people 
of this country want no part of socialism. Let 
every member of the medical profession continue 
to put forth his best efforts in “constructive, per- 
sonal evangelism,” as Dr. Henderson suggests and 
is himself doing. 


American Answers to American Problems 


Are we the people of this republic able to face 
life’s problems or are we not? Over and over again 
we are told that we are not capable of solving our 
own problems. Repeatedly the self-seeking bu- 
reaucrats and advocates of foreign ideologies urge 
us to turn from the fundamentals on which our 
nation has grown and prospered. If we were to 
heed this socialist ballyhoo, we would succumb 
forthwith to federal domination and resign our- 
selves to the whims of government-controlled plan- 
ning boards bent on reducing us to sheer serfdom. 

We who have learned what freedom offers — 
what are we doing to maintain independence and 
grounds for incentive? Are we truly concerned 
with each other’s welfare? Are we willing to offer 
help when it is needed? What is the score from 
the medical standpoint? 

The fine relationship between the National 
Education Association and the American Medical 
Association was emphasized recently by the meet- 
ing of the joint committee of these two organiza- 
tions which marked the fortieth anniversary of the 
committee’s founding. To its credit are more 
than forty publications which have vitally influ- 
enced school health throughout the country, no- 
tably “Health Education,” published in 1924 and 
revised several times. This committee provides 
the opportunity for medical guidance in the devel- 
opment of principles which serve education lead- 
ers in formulating school health policies. 

Americans are unquestionably giving an Ameri- 
can answer to the problem of health insurance. 
The dynamic growth of prepaid voluntary health 
insurance plans offers both a striking example of 


social progress achieved from the grass roots and 
an effective reply to the propaganda of the pro- 
ponents of federally administered socialized medi- 
cine. At the present rate, barring government in- 
tervention, voluntary health protection benefits 
should virtually blanket the population within a 
comparatively few years. The growth of this sound 
and sensible movement represents “‘a sturdy deter- 
mination by the people of this country to stand on 
their feet, to do a job themselves instead of letting 
a bureaucracy regulate their private lives.” 

This strong determination of the people to help 
themselves runs like a theme song through the 
reports of the sixth National Conference on Rural 
Health, held in Memphis late in February. In 
true American style, the keynote was “Why Wait 
—Let’s Do It Ourselves.” A record number of 
more than 600 attended this gathering, where “the 
lay person — farmer, teacher and educator — 
meets on an equal level with the doctor to discuss 
health problems of mutual interest”’—truly a 
democratic approach. 

President Elmer L. Henderson of the Ameri- 
can Medical Association described this meeting as 
“heart-warming stirring proof that Americans still 
want to, and can, face problems squarely and meet 
them vigorously on their own initiative.” That 
community health needs can best be solved by 
the people involved and not by remote control was 
the message of Dr. F. S. Crockett, chairman of the 
Committee on Rural Health of the American Med- 
ical Association. Said he, “It is becoming crystal 
clear that health, like salvation, comes from with- 
in.” Certainly not from Washington, we might 
add. 

These are heartening examples of a free people 
engaged in working out their own problems in 
their own way. May this “resurgence of the 
spirit of the pioneer” go on ad infinitum. 


Obstetric Seminar 
Daytona Beach, Sept. 10-12, 1951 


An Obstetric Seminar will be held at the 
Sheraton Plaza Hotel in Daytona Beach, Septem- 
ber 10 to 12, which is expected to attract several 
hundred physicians from Florida and also a large 
number from Georgia and South Carolina. This 
three day meeting is sponsored by the Committee 
on Maternal Welfare of the Florida Medical Asso- 
ciation and the Bureaus of Maternal and Child 
Health of South Carolina, Georgia and Florida 
State Health Departments. 





error era 





Papers on timely subjects will be presented 
each morning and on Monday and Wednesday 
afternoons and Tuesday night out-of-state speak- 
ers will participate in round table discussions. 
Monday night and Tuesday afternoon will be de- 
voted to social and recreational activities, and the 
concluding event will be the banquet on Wednes- 
day night. 

The group of distinguished lecturers includes 
Dr. R. Gordon Douglas, Professor of Obstetrics, 
Cornell University Medical College; Dr. Edith L. 
Potter, Associate Professor of Pathology, Univer- 
sity of Chicago, The School of Medicine; Dr. F. 
Bayard Carter, Professor of Obstetrics, Duke Uni- 
versity School of Medicine; Dr. Carl Parker 
Huber, Professor of Obstetrics and Gynecology and 
Chairman of the Department of Obstetrics, Indi- 
ana University School of Medicine; Dr. Fred L. 
Adair, Emeritus Professor of Obstetrics and Gyne- 
cology, University of Chicago, The School of Medi- 
cine; Dr. Richard Torpin, Professor and Chair- 
man, Department of Obstetrics and Gynecology, 
University of Georgia School of Medicine; Dr. 
Perry P. Volpitto, Professor of Anesthesia, Uni- 
versity of Georgia School of Medicine; Dr. Charles 
C. Chapple, Associate Professor of Pediatrics, 
University of Pennsylvania Hospital; and Dr. 
Warren W. Quillian, President-elect of the Ameri- 
can Academy of Pediatrics. 


Postgraduate Medica! Education 


The Thirty-Ninth Annual Clinic and Thirty- 
Third Annual Meeting of the John A. Andrew 
Clinical Society were held at the John A. Andrew 
Memorial Hospital, Tuskegee Institute, Tuskegee, 
Ala., April 8-13, 1951. 

A foreword of greeting from Dr. Eugene H. 
Dribble, Secretary-Treasurer of the Clinical So- 
ciety, stated that the midcentury meeting had been 
planned in accordance with the philosophy of the 
John A. Andrew Clinic, namely, (1) professional 
development of the Negro physician; (2) profes- 
sional interracial contact; (3) professional inter- 
sectional relationships; and (4) professional serv- 
ice to the needy sick. 

During the five day session, an interesting pro- 
gram was presented by white and Negro physicians 
from many parts of the United States. Dr. 
Lucille J. Marsh, formerly of Jacksonville, where 
she was associated with the State Board of Health, 
and now Regional Medical Director of the Federal 
Security Agency (Children’s Bureau) in Atlanta, 
Ga., was among those on the program. 
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The American College of Physicians is offering 
a number of attractive graduate courses in inter- 
nal medicine in the late summer and fall. These 
courses are intended primarily for its membership, 
but are open to physicians who are not members 
of the College if approved by the local member 
of the Board of Governors. There is an extra fee 
for nonmembers. 

Detailed information may be obtained by ad- 
dressing the office of the College of Physicians in 
Philadelphia or Dr. William C. Blake, Citizens 
Building, Tampa. 


In the Educational Number of the Journal of 
the American Medical Association, issued Sept. 9, 
1950, Table 28 constitutes a pertinent study of 
postgraduate courses offered and attendance for 
1945-1950 inclusive, of interest to those planning 
graduate courses now or in the immediate future. 

The total number of courses given for five or 
more days far exceeds the number of those given 
for less than five days. Also, the drop from the 
peak attendance of the shorter courses in 1947 and 
1948 was two thirds. The longer courses reached 
a peak in 1948 and 1949, but the drop for 1950 
was not nearly so great. On the other hand, the 
Clinical Conferences, Graduate Assemblies, Study 
and Chautauqua Courses have had a consistent 
increase in attendance. 

It is doubtful if any definite conclusion can be 
drawn from these statistics that would be appli- 
cable for any specific locality. Nevertheless, the 
attendance of the five day courses offered in 
Florida far exceeded that of the shorter ones. 

A further interesting breakdown and valuable 
information could be obtained if one knew the 
average number of days each physician attended 
the five day course. In any event, a five day or 
longer course well planned seems to be the most 
attractive. In the case of the American College of 
Physicians, the one week course was generally 
preferred to the two weeks course. It would seem 
that the week’s course is the one most desired and 
the one most appreciated, particularly by the gen- 
eral practitioner. 

a 
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Pinellas County Medical Society History 


To Dr. W. C. McConnell of St. Petersburg, 
the secretary-treasurer of the Pinellas County 
Medical Society and the co-ordinator of The 
Picomeso Mail Bag, official organ of that society, 
the editors are indebted for a copy of “A Loose- 
Leaf Cumulative History of the Society.” Dedi- 
cated to the pioneers in the practice of medicine 
in Pinellas County, this historical account is of 
great value, both to the county society whose de- 
velopment it records and to the Association as a 
whole. In attractive loose-leaf form so that it may 
be kept up to date, this contribution to the history 
of medicine in Florida not only deserves warm 
commendation, but also offers an example to other 
county medical societies to go and do likewise. 





YOUR BLUE SHIELD | 





Announcement 


The Florida Blue Cross and Blue Shield Plans 
have announced the addition of Frederick Mac- 
Curdy, M.D., to their staff. Dr. MacCurdy be- 
came connected with the two Plans on May 19 in 
the capacity of Assistant Director. 


The increasing complexity of medical-surgical 
care and hospitalization, resulting from the steady 
increase in enrollment in Blue Cross and Blue 
Shield, and the increased utilization of the cover- 
age of the two Plans, made it necessary for the 
Plans to secure professional guidance and _ back- 
ground for the efficient administration of their 
contracts. 


In addition to being in charge of the Blue 
Cross and Blue Shields claims departments, Dr. 
MacCurdy will serve as liaison representative be- 
tween the Plans and the physicians and hospitals 
in the state. 


Dr. MacCurdy has more than thirty years 
background in medico-legal work in this country 
and abroad, having served in various capacities 
and having headed up several national committees 
in the medico-legal field. He has also been a hos- 
pital administrator and has taught hospital ad- 
ministration at Columbia and New York univer- 
sities. 

Since becoming associated with Blue Cross and 
Blue Shield in May, Dr. MacCurdy has devoted 
his time to becoming thoroughly acquainted with 
all phases of the operations of the two Plans, and 
is now in a position to assume his offical duties. 
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He will be happy to accept invitations to attend 
county medical society meetings for Blue Cross- 
Blue Shield discussions. Physicians are also in- 
vited to write to Dr. MacCurdy at Post Office 
Box 1798, Jacksonville 1, Florida, if there are 
any particular problems that they would like to 
have brought to the attention of the Plans. 





NEW MEMBERS 





Aarons, Edward F., Jr., (Col.), Pensacola 
Adams, Texas A., (Col.), Daytona Beach 
Barreras, Luis A., Tampa 

Essrig, Irving M., Tampa 

Gallo, John P., Miami Beach 
Grizzard, Vernon T., Jr., Jacksonville 
Grove, Helen I., Largo 

Herron, Carroll V., Daytona Beach 
Isaacs, Ivan, Jacksonville 

Juarez, Oscar A., Tampa 

Leone, William A., Largo 

Long, James A., Jr., (Col.), Palatka 
McCorkle, Walter W., Daytona Beach 
McSwain, George H., Daytona Beach 
Mims, Leon H., Jr., Miami 

Moore, Thomas J., St. Petersburg 
Neber, Jacob, Miami 

Owrey, Robert H., Tampa 

Perez, Joseph, DeLand 

Powers, Ear! J., Orlando 

Raybin, George I., Jacksonville 
Roberts, Isabel, Melbourne 

Seiler, Hawley H., Orlando 

Smith, James R., (Col.), Orlando 
Sperber, Perry A., Daytona Beach 
Stewart, Paul T., St. Petersburg 





BIRTHS AND DEATHS 
Births 


Dr. and Mrs. Grover C. Collins of Palatka announce 
the birth of a son, Frederick Curtis, on May 13, 1951. 

Dr. and Mrs. Millard F. Jones of Jacksonville an- 
nounce the birth of a daughter, Elizabeth Griffin, on 
May 9, 1951. 

Dr. and Mrs. John T. Karaphillis of Clearwater an- 
nounce the birth of a daughter, Maria Katherine. 

Dr. and Mrs. Kenneth Phillips of Miami announce the 
birth of a son, William Vernon, on May 4, 1951. 

Deaths — Members 





Nunnery, Ernest E., Everglades May 2, 1951 
Martin, Leon H., Okeechobee May 17, 1951 
Roush, Franklin W., Sr., St. Petersburg May 21, 1951 
Drew, Horace R., Jacksonville May 28, 1951 


Deaths — Other Doctors 


Brungard, Otis D., LaBelle 

Jordan, William M., Birmingham, Ala. 
Lamb, Lloyd L., Zephyrhills 

Reiss, George S., Long Beach, N. Y. 
Anderson, Jesse J., Willacoochee, Ga. 
Parks, Walter B., Starke 


Feb. 4, 1951 
Feb. 6, 1951 
Feb. 12, 1951 
March 2, 1951 
March 8, 1951 
June 10, 1951 
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Dr. James L. Borland of Jacksonville, chairman 
of the FMA Committee on Emergency Medical 
Service, outlined the medical phase of civil defense 
on the state level to a group of local women. On 
June 5, he addressed a section of the women’s 
division of the Jacksonville-Duval County Civil 
Defense Council. - 

Dr. James V. Freeman of Jacksonville, chief 
of the medical service of the local Council, ac- 
companied Dr. Borland on this program discussing 
the medical aspects of civil defense on the local 
level. 

Zw 


Dr. George S. Palmer of Tallahassee recently 
addressed the local Service League. He told of the 
plans for installing an electroencephalograph in the 
Tallahassee Memorial Hospital. 

Sw 


Dr. James R. Hanson of Tavares will be tem- 
porarily absent from his practice while taking a 
postgraduate course in electrocardiography at the 
University of Minnesota Medical School. Dr. 
Hanson also plans to visit the Mayo Clinic before 
his return. 

Zw 


Dr. Clarence M. Sharp of Jacksonville, di- 
rector of the Bureau of Tuberculosis Control for 
the Florida State Board of Health, was the guest 
speaker at a recent meeting of the Georgia Public 
Health Association in Savannah where he spoke 
on the tuberculosis control program in Florida. 

a 

Dr. Lowell S. Selling of Orlando recently ad- 
dressed the local Kiwanis Club on the work of the 
Polk County Guidance Center in preventing and 
reclaiming youth and families from crime. 

a 

Dr. Harvey J. Howard of St. Petersburg has 
announced the publication of his book, ‘“Ten Weeks 
With Chinese Bandits.” The book was written 
from the experiences Dr. Howard shared as a cap- 
tive of Chinese bandits for ten weeks during the 
summer and early fall of 1925. 

Dr. Howard is a former professor of ophthal- 
mology at Peking Union Medical College. 

a 

Dr. John P. Moore of Ocala recently addressed 
a meeting of the local colored women’s civic clubs 
on the subject of cancer. 


Dr. H. Marshall Taylor of Jacksonville was 
signally honored by the American Laryngological 
Association in June when he was elected president 
at the annual meeting in Atlantic City. 


4 


Dr. F. Gordon King of Jacksonville was 
awarded the degree of Master of Medical Sciences 
in Surgery by the University of Pennsylvania 
School of Medicine in Philadelphia on June 13, 
1951. 


sw 


Dr. Shaler Richardson of Jacksonville attended 
the meeting of the American Ophthalmological So- 
ciety held in White Sulphur Springs, West Vir- 
ginia, June 7-9. 


P24 


Dr. Fred E. Brammer of Dania was guest 
speaker at a recent meeting of the local Dolphin 
Camera Club. 


P24 


Dr. Herschel G. Cole of Tampa recently ad- 
dressed the local Rotary Club on some of the prob- 
lems of orthopedic surgery. 


P24 


Dr. J. Basil Hall of Mount Dora was guest 
speaker at a recent meeting of the Red Cross 
Volunteer Nurses Aide in Eustis. He spoke on the 
responsibilities of the medical leaders of America 
and their code of ethics. 


4 


Dr. Jere W. Annis of Lakeland was the prin- 
cipal speaker at a recent meeting of the local 
Rotary Club. He spoke on heart disease. 


Pa 


Dr. Leffie M. Carlton, Jr., of Tampa was re- 
cently elected vice president of the Florida Tuber- 
culosis and Health Association. 


~= 


Drs. DeWitt C. Daughtry of Miami and Virgil 
H. Pieck of Miami Beach were guest speakers at 
the fourth annual convention of the Florida Socie- 
ty of X-Ray Technicians held in Miami recently. 
Dr. Daughtry chose for his subject, “Recent Ad- 
vances in Thoracic Surgery.” 
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Dr. J. Dillard Workman of Live Oak, at a re- 
cent meeting of the local Kiwanis Club, discussed 
the problems of obtaining a medical education. 

aw 

Dr. William E. Kendall of St. Petersburg spoke 
of his experiences at the medical mission station in 
Mayori, Cuba, at the mid-week service of the 
First Congregational Church of St. Petersburg. 


Dr. L. Washington Dowlen of Miami recently 
addressed the employees of Burdine’s department 
store on the subject of cancer. 


vw 

Dr. George M. Floyd of Hawthorn was signal- 
ly honored by his home community in honor of 
forty-two years of service in that area. Mayor F. 
W. Webb proclaimed June 10 as Dr. G. M. Floyd 
day. 

Dr. Floyd has practiced in Hawthorn and sur- 
rounding territory since June 10, 1909. A native 
of Abbeville, Ga., he received his medical degree 
from the Emory University School of Medicine. 


Dr. Vernon T. Grizzard, Jacksonville, has re- 
turned to his practice following participation in a 
review course in neuropathology held in Virginia 
Beach, Virginia, in conjunction with the annual 
meeting of the American Academy of Neurology, 
April 11-13. Dr. Grizzard was also in attendance 
at the meeting of the American League Against 
Epilepsy held concurrently with the meeting of 
the Academy of Neurology. 


74 
Dr. Eugene G. Peek, Sr., of Ocala, FMA past 
president and chairman of the Association’s Com- 
mittee on Legislation and Public Policy, has been 
ippointed by Governor Warren as a member of 
the Game and Fresh Water Fish Commission, Fifth 
Congressional District, for a term ending January 
+, 1954. Dr. Peek’s appointment was approved by 
the Senate on May 26. 
vw 
Dr. Russell B. Carson of Ft. Lauderdale was 
lected secretary-treasurer of the Southeastern 
section of the American Urological Association at 
its annual meeting in Memphis in April. 
vw 
Dr. Clarence M. Sharp of Jacksonville, di- 
ector of the Bureau of Tuberculosis Control for 
he Florida State Board of Health, attended the 
meeting of the National Tuberculosis Association 
n Cincinnati, May 14-18, where he presented a 
vaper before the state sanatorium and tuberculosis 
ontrol directors. 
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Dr. Samuel M. Day of Jacksonville, secretary- 
treasurer of the Association, was guest speaker at 
the May meeting of the local Junior League. He 
gave a talk on cancer. 


a 
Dr. Thos. S. Griggs of Miami Shores has left 


his practice for a two year course in anesthesiology 
at Charity Hospital in New Orleans. 





WANTED — FOR SALE 





Advertising rates for this column are $5.00 per inser- 
tion for ads of 25 words or less. Add 20c for each addi- 
tional word. 

FOR SALE: A practically new McKesson B.M.R. ma- 
chine. Write Dr. Banks H. Goodale, 1940 Silver Street, 
Jacksonville, Fla. 


FOR SALE: At sacrifice, One Dr. C. J. Imperatori 
Treatment and Diagnostic Unit (Compressor, etc.), and 
One Castle Auto-Clave Sterilizing Unit. Excellent condi- 
tion. Write A. A. Quarterman, 233 West Duval Street, 
Jacksonville, Phone 4-8293. 


FOR SALE: General Electric Model B Electrocardio- 
graph, battery operated, $200.00. Cardiotron, Direct 
Writer Electrocardiograph, 3 years old, $375.00. Write 
Keleket X-Ray of Florida, 511 N. E. 15th Street, Miami, 
Fla. 





COMPONENT SOCIETY NOTES 





Dade 


Guest speaker at the June 5 meeting of the 
Dade County Medical Association was Dr. Law- 
rence Shinabery, president of the Association of 
American Physicians and Surgeons, who spoke to 
the group on phases of socialized medicine and 
taxation. 


Duval 


The Duval County Medical Society held its 
regular monthly meeting June 5 in the Sellers 
Auditorium. On the scientific program was a mo- 
tion picture dealing with the functions of the kid- 
ney in health and disease. There was a panel dis- 
cussion on “Larva Migrans”’ by Drs. Jack H. 
Bowen, Francis A. Copp, Lauren M. Sompayrac 
and J. Frank Wilson, and James E. Scatterday, 
D.V.M., of the United States Public Health 
Service. 


Marion 


“Carcinoma of the Lung” was the subject of a 
scientific paper read by Dr. Leffie M. Carlton, Jr., 
of Tampa at the regular monthly meeting of the 
Marion County Medical Society on May 15 in 
Ocala. Dr. John N. Moore of the local society led 
the discussion on Dr. Carlton’s paper. 





COUNTY SOCIETY NOTES 


Hillsborough 


The Hillsborough County Medical Association 
met in the Floridan Hotel in Tampa on June 5. 
The scientific program was headed by Dr. Sherman 
B. Forbes with an address on ‘“‘New Surgical Ap- 
proach to Buphthalmos.” 


Pasco-Hernando-Citrus 


All members of the Pasco-Hernando-Citrus 
County Medical Society have paid their state dues 
for 1951. 


Pinellas 


Members of the Pinellas County Medical So- 
ciety and the Hillsborough County Medical Asso- 
ciation were recent guests of the medical staff of 
the Bay Pines Veterans Hospital. Dr. William 
I’. Hamilton, Jr., professor of physiology at the 
University of Georgia School of Medicine, read a 
paper on “Practical Applications of our Present 
Knowledge of the Pulmonary Circulation.” 


Volusia 


At the regular monthly meeting of the Volusia 


County Medical Society James T. Griffiths, Jr., 
Ph.D., University of Florida entomologist, spoke 
on the dangers of parathion poisoning. 


Washington-Holmes 


All members of the Washington-Holmes 
County Medical Society have paid 1951 state dues. 


OBITUARIES 


Manuel A. Perez 


Dr. Manuel A. Perez of Tampa died at St. 
Joseph’s Hospital in that city on April 7, 1951, 
after a prolonged illness. He was 41 years of 
age. Interment took place at Myrtle Hill Ceme- 
tery on April 9. 


The son of Emilio and Aurelia Perez, Dr. Perez 
was born in Tampa on Oct. 19, 1909. He attended 
Holy Names and Jesuit High School. He received 
his premedical education at Loyola University in 
New Orleans and his medical degree from Loyola 
University Medical School in Chicaga in 1934. 
After interning at St. Vincent’s Hospital in Jack- 
sonville, he began the practice of medicine as a 
pediatrician in Tampa. Dr. Perez was on the 
active staff of St. Joseph’s Hospital and the Tampa 
Municipal Hospital, where he was Head of the 
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Pediatrics Service. He was a member of Elks 
Lodge No. 708 and a member of Christ the King 
Catholic Church. 


Dr. Perez was a member of the Hillsborough 
County Medical Association, the Florida Medical 
Association, the American Medical Association and 
the Southern Medical Association. He also held 
membership in the Florida State Pediatric Asso- 
ciation and the American Heart Association. At 
the time of his death, he was Chairman of the 
Committee on Child Health of the Florida Medical 
Association. 

In 1936 Dr. Perez married the former Miss 
Lillian E. Graham of DeLand, who survives him. 
Also surviving are a son, Manuel Robert; three 
daughters, Eleanor Gloria, Sylvia Jean and Patricia 
Ann; and a sister, Miss Mary Perez, all of Tampa. 


i eee eet 
Robert Baltzell Glenn 


Dr. Robert Baltzell Glenn of Jacksonville met 
death on April 25, 1951 in an airplane collision 
off Key West. He was 34 years of age. 

Born in Ennis, Texas, on Feb. 19, 1917, Dr. 
Glenn was the son of John R. and Grace Glenn, 
now residing in Opdyke, Ill. He was reared and 
received his early education in Waycross, Ga. In 
1938 he was awarded the degree of Bachelor of 
Science from the University of Georgia and in 1941 
the degree of Doctor of Medicine from the Schooi 
of Medicine of that institution. He then served an 
internship at the Duval Medical Center in Jack- 
sonville before entering the United States Army 
from a reserve status in July 1942. For approxi- 
mately two years he served in the Pacific theater. 
He was discharged from active duty with the rank 
of major in July 1946. 

For two years following his military service 
Dr. Glenn was a resident surgeon at the Duval 
Medical Center in Jacksonville and in July 1948 
entered private practice in that city. He was on 
the associate staff of the Duval Medical Center 
and on the visiting staff of the local hospitals. He 
was an active member and a junior deacon of the 
Riverside Baptist Church. He held membership in 
the Seminole Club and the San Jose Country Club. 
His fraternity was Sigma Chi. 

Dr. Glenn was a member of the Duval County 
Medical Society, the Florida Medical Association 
and the American Medical Association. 


(Continued on page 59) 
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In August 1942 Dr. Glenn was married to Miss 
Catherine O’Neal of Blackshear, Ga., who died 
with-her husband. Surviving are a daughter, Mar- 
jorie Jean, and a son, Robert B., Jr., of Jackson- 
ville; the parents, Mr. and Mrs. John R. Glenn 
of Opdyke; a brother, John R. Glenn, Jr., of De- 
troit, Mich.; and a sister, Mrs. G. R. Newman 
of Rupert, Ida. 


James Ernest Wallace 


Dr. James Ernest Wallace of Jacksonville was 
killed in an airplane crash off Key West on April 
25, 1951. He was 37 years of age. 

A native of Oklahoma, Dr. Wallace was born 
in Sapulpa in 1914. He received the degree of 
Bachelor of Arts from Mercer University in 1939 
and the degree of Doctor of Medicine from Temple 
University School of Medicine in 1943. Following 
an internship at the Allegheny General Hospital, 
Pittsburgh, Pa., he served as resident in pathology 
at the William H. Singer Memorial Laboratory of 
that hospital. He was licensed to practice medi- 
cine both in Pennsylvania and Florida. 

During World War II, Dr. Wallace spent most 
of his twenty-seven months’ service in the Army 
overseas. He became Chief of Laboratories of the 
313th General Hospital in Manila, P. I., and later 
Director of the 19th General Laboratories. He 
was discharged from military service on Dec. 23, 
1946. In February 1947 he became Assistant 
Pathologist for Hamot Hospital, Erie, Pa. 

In March 1950 Dr. Wallace came to Jackson- 
ville as Pathologist for St. Luke’s Hospital and a 
few months later was appointed Chief of the De- 
partment of Pathology. During his one year at St. 
Luke’s he was most successful in reorganizing the 
laboratory facilities and in establishing an excel- 
lent technician’s school. He was elected to the 
vice presidency of the staff of that institution, be- 
ginning July 1, 1951. He was also an Assistant in 
Pathology at the Duval Medical Center. 

Dr. Wallace was a member of the Duval Coun- 
ty Medical Society and the Florida Medical Asso- 
ciation, a fellow of the American Medical Associ- 
ation and the American Society of Clinical Path- 
ology, and a diplomate of the American Board of 
Pathology. He was also registered with the Col- 
lege of American Pathology. 

Dr. Wallace’s wife, Charlotte, met death with 
him in the tragic airplane collision. They are sur- 
vived by their two small children, Judy and Eileen. 
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} From where I sit 


Y “? 4y Joe Marsh 





The Book” 


Miss Reynolds, our town librarian, 
really put a smart-aleck motorist in 
his place last week—happened right 
in center of town, at the corner of 
Main and Walnut. 

Her car stalled, tying up traffic. 
Most drivers just waited quietly— 
realizing she couldn’t help it—but one 
fellow kept blaring away on his horn. 


So Miss Reynolds gets out of her 
car, walks over and says sweetly, “I’m 
afraid I can’t start my engine. But if 
you'd like to try I’ll stay here and 
lean on that horn for you.” That stop- 
ped him—cold! 

From where I sit, a lot of us are 
sometimes overeager to “‘sound off” 
before we really understand what it’s 
all about. Like those who would tell a 
man where and how he should prac- 
tice his profession . . . like others who 
would deny their neighbors the right 
to a glass of beer now and then. It’s a 
good idea to get a true picture of the 
situation before blasting out at any- 
one who “gets in the way” of our own 


pet ideas! 





Copyright, 1951, United States Brewers Foundation 
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Cook County Graduate Schoo! of Medicine 


ANNOUNCES CONTINUOUS COURSES 

SURGERY—Intense Course in Surgical Technic, Two 
Weeks, starting July 23, August 6, August 20, Sep- 
tember 10. Surgical Technic, Surgical Anatomy & 
Clinical Surgery, Four Weeks, starting August 6, 
September 10, October 8. Surgical Anatomy & Clini- 
cal Surgery, Two Weeks, starting July 23, August 20, 
September 24. Basic Principles in General Surgery, 
Two Weeks, starting September 10. Surgery of Colon 
& Rectum, One Week, starting September 17, October 
15. Esophageal Surgery, One Week, starting October 
15. Thoracic Surgery, One Week, starting October 8, 
Gallbladder Surgery, Ten Hours, starting October 22, 
Breast & Thyroid Surgery, One Week, starting October 
1. General Surgery, One Week, starting October 1. 
Fractures & Traumatic Surgery, Two Weeks, starting 
October 8. 

GY NECOLOGY-—-Intensive Course, Two Weeks, start- 
ing September 24, October 22. Vaginal Approach to 
Pelvic Surgery, One Week, starting September 17, No- 
vember 5. 

OBSTETRICS—Intensive Course, Two Weeks, starting 
September 10, November 5. 

MEDICINE—Intensive General Course, Two Weeks, 
starting October 1. Gastroenterology, Two Weeks, 
starting October 15. Electrocardiography & Heart Dis- 
ease, Two Weeks, starting October 22. 

UROLOGY—Intensive Course, Two Weeks, starting Sep- 
tember 24. 

ba gy INTENSIVE AND SPECIAL COURSES 


ALL BRANCHES OF MEDICINE, SURGEKY 
AND ‘THE SPECIALTIES. 
Teaching Faculty: 
Altending staff of Cook County Hospital 
Address: 
Registrar, 427 South Honore Street, 
Chicago 12, Illinois 

















BRAWNER’S SANITARIUM 
Established 1910 


SMYRNA, GEORGIA 
(Suburb of Atlanta) 


For Nervous and Mental Disorders 
Drug and Alcohol Addiction 
Electro-Shock in selected cases 


JAMES N. BRAWNER, M.D. Medical Directo 
ALBERT F. BRAWNER. M.D. Devartment fer Men 


'AMES N. BRAWNEFR, Jh., M.D... Department for 
Women 
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WOMAN’S AUXILIARY 
TO THE 
FLORIDA MEDICAL ASSOCIATION 
OF FICERS 





Mrs. C. Rosert DeArmas, President....... Daytona Beach 
Mrs. Herscuer G. Coe, President-elect........... Tampa 
Mrs. Jutius C. Davis, Ist Vice Pres.............. Quincy 
Mrs. Francis H. LanGrey, 2nd Vice Pres...St. Petersburg 
Mrs. Tuomas C. Kensaton, 31d Vice Pres.......... Cocoa 
Mrs. C. Russet, More -~ Jr., 4th Vice Pres.......Miami 
Mrs. AL BERT G, Love, , Recording Sec’y. “Gaine sville 
Mrs. Joer V. McCatt, - Correspd. Sec’y . Daytona Beach 
Mis. SamMvuet S. Lomparvo, Treasurer....... Jacksonville 
COMMITTEE CHAIRMEN 
Mrs. Cuartes F. Henvey, Finance........... Jacksonville 
Mrs. Ricuarp F. Stover, Today’s Health..........1 Miami 
Mrs. Merritt R. CLEMENTS, Legislation...... Tallahassee 
Mrs. James L, Anverson, Public Relations...Coral Gables 
Mrs. Davip R. Murpiey, Jr., Reference.......... Tampa 
Mrs. Daviv W. Govparp, Program......... Daytona Beach 
Mrs. H. Mitton Rocers, Bulletin........... St. Petersburg 
Mrs. Frank G. SLtauGuter, Historian........ Jacksonville 
Mrs. Lee E. ParMcey, Parliamentarian... .. Winter Haven 
Mrs. Atronso F. Massaro, Revisions............. Tampa 
Mrs, Joun E. Marines, Jr., Stu Loan Fund... .Gainesville 
Mrs. Netson A. Murray, Medaux........... Jacksonville 


Mrs. Acpnonsus M. McCartuy, Hospitality Daytona Beach 








We Can Dream 


Perspective is one of the biggest obstacle haz- 
ards in any organization and the most difficult to 
synchronize because everyone has it in varying 
degrees. Like common sense each person thinks 
himself so abundantly provided with it, that even 
those who are most difficult to please in every- 
thing else do not usually desire a greater measure 
of this quality than they already possess. 

Yet, in an organization such as the Woman’s 
Auxiliary to the Florida Medical Association, a 
developed perspective directed at a common ob- 
jective is a prerequisite to progress. 

It does little good for your president to have 
an itinerary which is planned to further us along 
our way if the nineteen “county-parts” of the 
vehicle used for travel operate in various degrees 
of efficiency due to being out of touch. 

Unless each county knows WHY we are and 
WHAT we are doing, HOW we operate and 
WHERE we are heading, the energy and enthusi- 
asm of the person at the wheel is of little value. 
We may start off in high gear, but unless we are 
connected we'll only spin our wheels. 

Each year at the annual meeting we have an 
executive turnover. A new group picks up where 
the other leaves off and hopes to end the year 
with something to contribute to the next group. 
It is a relay system wherein each depends upon the 
other to carry on. 

This is time for inventory. The president of 
each county auxiliary has an obligation to send in 
a complete list of the county working parts so that 
we can know with what we have to work. They 
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must identify themselves so that we can reach 
them with the information they need in order to 
correlate our activities. 


So the perspective we must work to develop is 
one of personal responsibility of each elected mem- 
ber to “contact.” The cooperation of county 
members is the heart-beat of the state and this 
organ can only function with vitality if the ar- 
teries which feed it are in good active condition. 


Imagine the satisfaction all could enjoy if each 
county auxiliary sent in a complete list of its 
working group to the state president, so that the 
material sent to each state by the national auxili- 
ary could be funnelled to the local level and acted 
upon by respective chairmen without delay. 


Coordination must precede action in order to 
achieve. This may sound difficult, but we can 
dream, can’t we? 

Mrs. C. Robert DeArmas 
President 





Doctor, Journal Advertisers 
Merit and Appreciate 


Your Patronage 








Men sth abil Bice 


MILLEDGEVILLE, GA. 
Established 1890 
For the treatment of 
NEKVOUS AND MENTAL DISEASES 


Grounds 606 Acres 
Buildings Brick Fireproof 
Cumforiable Convenient 
Site High and Healthful 
E. W. Aten, M.D., Department for Men 
H. D. Aten, M.D., Department for Women 
Terms Reasonable 
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S.A, Kyle  Funcral Director 


MEMBER 





Nofima Sete 
© er 
17 WEST UNION STREET 
JACKSONVILLE 2, FLORIDA 
Phones 5-3766 5-3767 








MIAMI RETREAT SANATORIUM 


FOUNDED 1927 
lor Nervous and Mental Disorders, Alcohol and Drug Addiction 





STAFF OF EIGHT NEUROPSYCHIATRISTS 
New X-Ray Diagnostic Treatment Facilities 
Comfortable AIR-CONDITIONED rooms, suites 


791TH STREET AT MIAMI AVENUE 


MIAMI 38, FLORIDA 
Phone 7-1824 











NYLON SURGICAL ELASTIC 
STOCKINGS 


Unconditionally Guaranteed! 
For varicose veins, lymph 
stasis and other swollen 
or flabby leg conditions. 


At reliable surgical appliance, 
drug and dept. stores everywhere. 


JOHN B. FLAHERTY CO., Inc., BRONX, N.Y. 


Since 1898, Manufacturers of Surgical Elastic Supports 





BISCAYNE HOSPITAL 


6339 Biscayne Bivd. 
MIAMI 38, FLORIDA 


Members of the Dade County 

Medical Association are ac- 

quainted with the high type 

David Collins, Superintendent 
of service rendered. 


Registered, American Medical Association 


Phone 7-4544 











CONVENTION PRESS 


218 WEST CHURCH STREET 
JACKSONVILLE 
FLORIDA 


au 


Commercial and 
Publication 
Printing 
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« BOOKS RECEIVED | 





FRIEND OF THE PEOPLE, THE LIFE OF DR. PETER FAYSSOUX 
OF CHARLESTON, SOUTH CAROLINA. By Chalmers G. David- 
son. Pp. 151. Price, $2.75. Columbia, S. C., The Medical 
Association of South Carolina, 1950, 


The Medical Association of South Carolina presents 
this delightful biography of its first president with the 
assurance that the subject is worthy of the distinction of 
the first published biography of a native-resident South 
Carolina physician. The Huguenot Peter Fayssoux, a Revo- 
lutionary patriot, an outstanding “practitioner of physic,” 
a leader in local statecraft and a personality of singular 
appeal made a noteworthy contribution to eighteenth cen- 
tury Charleston. Alexander Garden, Benjamin Rush and 
many other notables of that day were his friends. 


As Surgeon General and Chief Physician of the South- 
ern hospitals during the Revolutionary War, Dr. Fayssoux 
contributed much to the morale and success of the patriot 
cause. As a leader of the Anti-Federalists —the “States- 
righters”— he espoused a lost cause and predicted the fu- 
ture better than he knew. Although achieving conspicuous 
success as a physician and a rice planter, he never lost the 
common touch nor his uncommon sympathy for those less 
fortunate than himself. He remained ever the Friend of 
the People. 


Dr. Chalmers Gaston Davidson, the author, is a native 
South Carolinian whose literary achievements are well 
known. He and the Medical Association of South Caro- 
lina are to be congratulated on this contribution to the 
medical history of the South. 


Pa 


NATURAL CHILDBIRTH, A MANUAL FOR EXPECTANT PAR- 
ENTS. By Frederick W. Goodrich, Jr., M.D. Pp. 176. 
Price, $2.95. New York, Prentice-Hall, Inc., 1950. 


This book is based on the experience of Dr. Frederick 
W. Goodrich, Jr., at Yale University School of Medicine. 
It is a happy combination of information on obstetric 
care and practical psychology for the woman in this period 
of stress. Information on anatomy, physiology and psychic 
factors allays her natural fears and prevents feelings of in- 
adequacy from need of sedation and anesthesia. Well de- 
scribed and illustrated exercises encourage the development 
of little used but important muscles. These assist in prop- 
er relaxation necessary for rest, efficient performance dur- 
ing the actual birth and reduction of complications and 
discomfort afterward. The instructions will provide valu- 
able guidance for the multipara as well as for the woman 
pregnant for the first time, 


As indicated by the chapter headings, the book presents: 
The Background of Natural Childbirth; Explanation of 
Natural Childbirth; The Anatomy and Physiology of the 
Reproductive Organs; Visiting the Doctor; The First Tri- 
mester; Relaxation; Exercises; Diet; The Second Tri- 
mester; The Third Trimester; Breast-Feeding and Room- 
ing-In; The Physiology of Labor; The Psychology of La- 
bor; The Postpartum Period; Going Home. A bibliogra- 
phy is provided for the patient who wants further refer- 
ences for reading on the subject, and a rather complete 
index is provided. 


Amtlutance Sewice 


FERGUSON FUNERAL HOME 


1201 svuth Ulive 
WEST PALM BEACH, FILA 
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HOSPITAL STAFF AND OFFICE MANUAL. By T. M. Lar- 
kowski, M.D., F.A.C.S., and A. R. Rosanova, R.Ph., M.D. 
Price, $4.95. Pp. 428. Great Neck, N. Y., Romaine Pierson 
Publishers, Inc., 1951. 


This manual is expressly designed to be a reminder, 
guide and refresher for those already acquainted with the 
essentials of medical practice. The authors have made 
every effort to keep the text as short and concise as pos- 
sible without sacrificing clarity, so that the physician will 
have readily available in one handy volume essential diag- 
noses, practical therapeutics, diagnostic aids, laboratory 
procedures, technics, and even a quick refresher on the 
most common surgical operations. Omitting the highly 
theoretical whenever possible, they present ihe time-tested, 
the trustworthy, the basic principles of the clinical prac- 
tice of medicine and surgery in all its branches. 
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HANDBOOK OF MEDICAL MANAGEMENT. By Milton Chat- 
ton, A.B., M.D., Sheldon Margen, A.B., M.D., and Henry 
D. Brainerd, A.B., M.D. Ed. 2. Pp. 508. Price, $3.00. 
Palo Alto, Calif., University Medical Publishers. 


The Handbook of Medical Management is designed to 
fill a real need of medical student and practitioner alike 
and should be of great practical value in the daily conduct 
of medical practice. Incorporated in this second edition 
are the new and accepted therapeutic advances of the past 
year. Most chapters have been revised, and the volume 
has been increased by some thirty-two pages. There is 
new material on ACTH and cortisone therapy, endocrine 
disorders, electrolyte balance, antihistaminic drugs, newer 
antibiotic drugs, vitamin B,., physical medicine and nu- 
merous other topics. Also, drugs mentioned in the text 
have been brought up to date. 











MIAMI MEDICAL CENTRE 


Medical Director and President 


1861 N. W. South River Drive 
Phones 2-0243 — 9-1448 


A private institution for the treatment of 
nervous and mental disorders and the problems 
of drug addiction and alcoholic habituation. 
Modern diagnostic and treatment procedures — 
Psychotherapy, Insulin, Electroshock, Hydrother- 
apy, Diathermy and Physiotherapy when indi- 
cated. Adequate facilities for recreation and 
out-door activities. 


Information on request 
Member American Hospital Association 














Dedicated to the Scientific Treatment of Nervous and Mentral Disorders .. . 


In a Setting of Inviting Friendliness and Simple Grace . 


BROOK HAVEN MANOR SANITARIUM 


STONE MOUNTAIN, GA. 


Newdigate M. Owensby, M.D . 
Psychiatrist-in-Chief 
Specialist Certified by the American 
Board of Psychiatry and Neurology 


Willis T. McCurdy, M. D. 
Attending Physician 


J. Rufus Evans, M. D. 
Attending Physician 


Elizabeth Hancock 
Psycho-Therapist 


Atlanta Office, 
384 Peachtree Street 


. Elevation 1200 Feet 
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HILL CREST SANITARIUM 
FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy Used in Selected Cases. Gradual Reduction Method Used in the 
Treatment of the Addictions. 


Thoroughly modern in architecture and construction. Eight departments — affording proper classification of patients 
All outside rooms attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
= sun parlor in each department. Located on the crest of Higdon Hill, 1,050 feet above sea level, overlooking 
the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and helpful oc- 
cupation. Adequate night and day nursing service maintained. Catalogue sent on request. 


James A. Becton, M. D., Physician-in-charge James Keene Ward, M. D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham, Alabama Phones 9-1151 and 9-1152 








HOYE’S SANITARIUM 


“IN THE MOUNTAINS OF MERIDIAN,” MERIDIAN, MISSISSIPPI 


IN TREATMENT OF 
PSYCHOSES AND PSYCHONEUROSES 
Psychotherapy, electrocoma, diencephalic stimulation, and insulin deep and sub-shock. 
IN TREATMENT OF 
ALCOHOLISM AND NARCOTIC ADDICTIONS 


Gradual reduction schedules. “Antabuse” and “ACE” therapies for alcoholism. 


DEPRESSIONS AND PSYCHOSES OF OLD AGE ACTIVELY TREATED. 


Some accommodations are available for custodial care only. 


Write DR. C. EARLE JOHNSON, JR. Box 106, or telephone 3-3369 


Psychiatrist-in-Chief 














